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Dear Doctor: 
The non-healing or slowly healing 
anal surgical wound may be due to any 
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for the discussion of topical medical issues, All . 


letters must be signed. However, to protect the should be made: 
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on controversial subjects, names will be omitted 1. Sphincter spasm may delay heal 





when requested. ing as well as cause severe pain. This 
may require incision of the sphincter ] 
under local anaesthesia or injection of a 
—— long-lasting anaesthetic to relax the 
In occasional cases, during the post- muscle. to 
operative treatment after hemorrhoid- 2. Inadequate wound drainage. If \ 
ectomy, one wound may persistently fail ‘he wound is too short and does not ex- . 
to heal despite all efforts, long after the ‘end sufficiently to the outside, drainage \ 
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LETTERS TO THE EDITOR 


—Concluded from page 436 





form. The wound should be extended. 
A rapid incision with a very sharp scal- 
pel frequently makes anaesthesia un- 


necessary. 

3. If a tab is present at the external 
end of the wound or a hypertrophied 
papillum at the internal end, these 
should be excised. In other words, the 
wound must be treated as a fissure. 
When this occurs after hemorrhoidec- 
tomy, it is usually best not to waste time 
with local applications but to proceed 
at once with the radical measure. 

4. A buried, unabsorbed suture may 
be present. It should be searched for 
and removed if found. 


5. Granulation tissue may delay heal- 
ing, and may be caused by excessive use 
of ointments or excessive soiling of the 
area. Silver nitrate 10% or curretting 
will remove it. 

6. Bridging over of the wound may 
form a pseudo-fistulous tract, or an un- 
noticed tract leading to a crypt may 
have been present before operation. 
These should be probed and broken open 
if recent, or incised if necessary. 

7. Of course, conditions such as tu- 
berculosis, syphilis and diabetes should 
be ruled out. 

8. Other, general measures, to aid 
healing are local application of a 10% 
icthyol ointment, silver nitrate 5%, hot 
sitz baths, measures to soften the bowel 
movements, adequate nutrition, vitamin 
intake and rest. 


W. L., M.D. 





na 


Mhve ry ate 


ree 


t+ 
e) 


the rapid relief of 


1TYx: Pr 


a remarkably consistent 


TAI 


‘AU NOS. iw 


é aA 


philic cream. 


*: a RENCE: 1 
M..J oe Pine | 


iy 


PRURITUS ANI 
PROMPTLY 
ote] ha ce} i i =e) 


font Taliot- tmmlaha-t-34ieh-tdiolal-Mua Jo) -t-0¢-lolk aol -Taalolale 
f}dt- bd ol olaalo) ar- Calo Me r-t-\dlale Mia 111 aeoh am ola Shakeel) 
with TARCORTIN therapy.* 


Tal: Wid tet -tehat-taeloh alo) -W @er-t-1-1-mohmolatialdtl_m-lali 


ARCORTION 


lab Zolgolotoladi-lolal- ma OPt=> Gr- tale Majo) loll Umm Orol- Umm E-Uam — aaa-Tons 
5% (TARBONIS®) in a greasiless, stainless hydro- 


a 


tching in all cases was 


Nad cil. is uee 


fac tor.”"> 





Ohio S$ 
New Jers 
09,1955; 


and Ede, M 
as J.M. Soc 
-osterad. Med 
N 71404, 195 


THE AMERICAN JOURNAL OF PROCTOLOGY 

















President’s Page 


CANCER OF THE COLON 


Without any doubt, cancer of the colon, rectum and anus is 
the most serious disease the proctologist has to deal with, and its 
discovery at an early date is the most useful weapon for good and 
successful treatment to prolong the life of the patient. 

Therefore, all campaigns to detect cancer of the anorectal and 
colonic areas have great importance, and the general practitioner 
‘must be taught how to diagnose the disease in order to look for 
advice as soon as suspected. 

It has been told many times before, how easy it is to diagnose 
cancer of the anus or rectum by direct vision through the anoscope 
or sigmoidoscope and by digital examination. 

Fortunately, a great percentage of cancers are located in the 
anorectal zone, and certainly more physicians every day are learn- 
ing the importance of routine proctological examination. Yet, 
carcinomas of the colon are out of this zone, and cannot be reached 

_ directly through sigmoidoscopic vision. It is for that reason that 
the surgeon has to deal with some cases in advanced stages, very 
often beyond any surgical treatment. 

We must remember this about cancers of the colon: Diagnosis 
is easier in the left colon, as the patient starts bleeding or changes 
his bowel habits at an early stage, and sometimes in more advanced 
stages presents symptoms of obstruction. This is due to the fact 
that the feces are already solid in this zone. 

But the right colon is the “silent zone” of the colon. Here, 
symptoms are scarce, and the physician must be aware that the 
liquid condition of the feces at the cecum and ascending colon 
avoid the obstruction type of symptoms even in very large tumors. 
And, when the surgeon is consulted, most of the times he has a 
poor case to treat. Anemia, loss of weight, and microscopic blood 
in the feces, are the initial facts that can lead us to be suspicious 





of cancer of the right colon. We believe that at this stage, a com- 
plete study of the colon by barium enema must be done as a 
routine. Not only a two plate study as is often done, one with 
barium and one after it empties, but a very careful study with as 
many plates as necessary, as done in gastroduodenal series, to 
detect slight changes. 

That way, through the x-ray, it will be possible to make diag- 
noses of cancer of the colon at an early stage in order to obtain 
good results after surgical resection. 

Summarizing: 

If the patient has been bleeding or changes bowel habit sud- 
denly, or is losing weight, if he is anemic or has microscopic blood 
in the stool: 

1. Routine endoscopic and digital examination must be done. 

2. If a lesion is not found from the anus to the recto-sigmoid 
junction, an immediate barium enema study must be done in order 
to reach a final diagnosis. 

We must not make an easy diagnosis like hemorrhoids or amebic 
ulcers as final, until we finish our thorough check-up. We must bear 
in mind that hemorrhoids and amoeba can exist at the same time 
as cancer of the colon. 

I hope that by emphasizing these facts, and by spreading them 
among physicians of different countries, the International Academy 
of Proctology will help to find early cases of the disease, and in 
that way obtain more cures through radical surgery. 


Francisco Puente Pereda, M.D. 











Volvulus of the 
Sigmoid Colon 


© dais of the sigmoid colon 
is a sufficiently infrequent occurrence 
to warrant report of our experience 
over the past 10-year period at the 
Jersey City Medical Center. This report 
is prompted by the continuing high 
mortality of this surgical emergency as 
reported in the literature and because 
we wish to re-emphasize certain fea- 
tures of diagnosis and treatment. (See 
Table on following page.) 

Material During the period covered 
by this report, January 1, 1947 to 
December 31, 1957, 21 patients have 
been admitted with 24 episodes of acute 
sigmoid volvulus treated surgically. The 
age of these patients ranged between 29 
and 84 years. Six patients were male, 
fifteen were female, eleven patients were 
referred from the Hudson County 
Mental Disease Hospital and two ad- 
ditional patients had lived at a private 
nursing: home for many years prior to 
admission. One other patient had been 
at the Medical Center, Geriatric Divi- 
sion, for almost two years. 

Although Shackelford’ notes that the 
chronic type of sigmoid volvulus is said 
to occur often in inmates of institu- 
tions for chronic psychiatric patients, 
homes for the aged and similar institu- 
tions, no reason for such is suggested. 
A similar high incidence of sigmoid 
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From January 1, 1947 
to December 31, 1957 
on diagnosis, treatment 


and management. 
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volvulus in mentally ill patients was 
found by Dean and Murry’. Of their 
21 cases, 15 were mental patients. 

As these authors? have said, “Vol- 
vulus of the sigmoid colon has consti- 
tuted approximately 25% of all cases 
of intestinal obstruction at the Arkansas 
State Mental Hospital during the past 
five years; and my patient therein who 
develops a distended abdomen is sus- 
pected of having a volvulus.” 

Etiology Little can be added to 
the etiology of this interesting condi- 
tion. Prerequisite for the development 
of sigmoid volvulus is a relatively long 
looped sigmoid, with points of proximal 
and distal fixation situated close to- 
gether. The precise combinations of 
events that lead to an acute surgical 
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volvulus are still speculative for many 


persons on routine barium enema 
examinations have equally long sigmoid 
loops 
volvulus. Why this should be so we can- 
not explain, but our experience is such 


that we also are highly suspicious of 


and never develop an acute 


volvulus in a chronically mentally ill 
patient who has signs of symptoms of 
intestinal obstruction. The difficulty of 
maintaining satisfactory bowel habits 
in mentally deranged patients is obvious. 
It is possible that a fecal impaction 
distal to the sigmoid loop may cause 
proximal hyperperistalsis, and if the 
peculiar 
long loop, appropriate position) 


circumstances (abnormally 
are 
then present it is entirely conceivable 
that this should occur. Burrell'® has 
recently presented a report suggesting 
that acquired megacolon may develop 
among institutionalized patients and 
this predisposes to volvulus. However 
in our series we were unable to 
demonstrate any such changes. We 
further tried to compare barium enema 
examinations of psychotic patients with 
and without volvulus and were unable 
to demonstrate any significant differ- 
ences in length, caliber or redundancy. 
Similarly we have been unable to find 
any cause for an adynamic ileus as 
the precipitating factor, as suggested 


by Shapiro and Mason.’? 


Diagnosis The most constant signs 
and symptoms in this group of patients 
were obstipation, progressive abdominal 
distention, pain, cramps, nausea and 
vomiting. In most cases the upper limb 
of the loop descends in front of the 
lower loop, twisting on its mesenteric 
axis from one half to two turns in an 
anti-clockwise direction. We adopt the 
classification proposed by Griffin et. 
al.,"" dividing this into two main types: 
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JERSEY CITY MEDICAL CENTER 1947-1957 
LARGE BOWEL OBSTRUCTION 


CARCINOMA RIGHT & TRANSVERSE COLON 49 


CARCINOMA LEFT & SIGMOID COLON 351 


DIVERTICULITIS 47 
VOLVULUS OF THE SIGMOID COLON 21 
VOLVULUS OF THE CECUM 5 
INTUSSUSCEPTION 20 
MISCELLANEOUS 13 
TOTAL NUMBER OF CASES 516 


Comparative table: Cases of large bowel ob- 

struction at the Jersey City Medical Center. 

Period from January |, 1947 to December 31, 
1947. 


1. The acute type, characterized by 
occurrence in younger patients, short 
onset, early reflex vomiting, diffuse 
colicky pain, rapid and acute abdominal 
distention, shock. 

2. The subacute or chronic type, oc- 
curring in older patients, more gradual 
onset, history of previous attacks of 
torsion and constipation, and vomiting 
late in the course of the disease. While 
an adequate history was unobtainable 
from some of these patients the symp- 
toms were of surprisingly short dura- 
tion (12-24 hours) when compared with 
the severity of the pathological process. 
The majority of these patients were ad- 
mitted with symptoms of two days 
duration. The most striking physical 
finding was marked abdominal disten- 





* Associate Dean, Seton Hall College of 
Medicine and Dentistry. Professor of Surgery, 
Seton Hall College of Medicine and Dentistry. 
Director of Surgery, Jersey City Medical Center 
and St. Francis Hospital, Medical Director, Jer- 
sey City Medical Center. 

t Chief Resident, Jersey 
Center. 

t Associate Attending, Jersey City Medical 
Center. 
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Fig. I. 


The tremendously distended sigmoid 
loop fills the entire abdomen. Cecostomy had 
been previously done without improvement. 


tion. The obstructed loop frequently 
stands out prominently and, occasion- 
ally, can be outlined as an elastic mass 
beneath the wall. This 
stiffening of the frequently 
described as “Wahl’s sign”, is signifi- 
cant of the presence of an infarcted 
gut in which hemorrhagic infarction 
due to 


abdominal 
bowel, 


venous occlusion occurs in 
consequence of the torsion. Tenderness, 
rebound, peristaltic sounds were usually 
decreased or minimal, leukocytosis and 
fever were quite variable, but in general 
coincided with the severity and duration 
of the illness. 

The single most important diagnostic 
procedure was multi-position abdominal 
These almost invari- 
ably showed the tremendously distended 
sigmoid loop, with varying degrees of 
proximal obstruction, depending on the 
duration of the volvulus. (Figs. 1, 2) 
Where it was felt indicated, emergency 


roentgenograms. 


barium enema examinations were done 
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Fig. 2. The sigmoid loop fills the lower abdomen 
and rises up towards the right side. The proxi- 
mal colon is markedly distended. 


and the “bird 
beak” configuration and “the ace of 
spades” pattern suggestive of volvulus. 
(Figs. 3, 4, 5) 

Treatment Patients with volvulus 
in whom we do not suspect gangrene 
on the basis of physical findings as: 


illustrations show the 


generalized tenderness, shock, rebound, 
rigidity, silent abdomen; or laboratory 
data: extremely high fever, marked 
leukocytosis, free intra-abdominal air, 
may be subjected to “conservative, non- 
operative, barium enema and _procto- 
scopic reduction.”’*: *:° This method was 
used successfully in five cases in this 
series and elective sigmoid resection was 
performed at a later date. (Figs. 6, 6b) 

However, if strangulation obstruc- 
tion is suspected, or conservative treat- 
ment is unsuccessful, laparotomy is 
mandatory. Cecostomy or proximal 
colostomy alone, which was done in 
two cases early in this series, obviously 
has no place in the treatment of acute 
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Fig. 3. (above) Note the huge sigmoid loop and 
the characteristic rectosigmoid configuration 
with the barium enema. 


Fig. 4 (upper left) The "Bird-beak" deformity 
is evident. 








Fig. 5. (lower left) Elective barium enema sug- 
gesting the “ace of spades" deformity some- 
times seen in the presence of acute volvulus. 
This figure was made as the barium was being 
introduced, The entire colon filled well and 
showed only a markedly redundant sigmoid. 


sigmoid volvulus. It does nothing to 


relieve a closed loop obstruction by it- 
self (Fig. 1), and if the volvulus is 
separately reduced, cecostomy is un- 
necessary. While cecostomy cannot be 
justified in treatment of closed loop 
obstruction, we are sure that the pa- 
tients who survived did so because the 
obstruction was not complete and under- 
went retrograde decompression and 
subsequent spontaneous derotation and 
detorsion. 
Some of these patients, by the time 
of admission, diagnosis and laparotomy, 
THE AMERICAN JOURNAL OF PROCTOLOGY 














are markedly depleted and seriously ill. 
Electrolyte disturbances, loss of blood 
volume are present and must be cor- 
rected as rapidly as possible. In these 
patients we strongly feel that the least 
possible surgical interference, com- 
patible with adequate treatment, should 
be done. Ideally the briefest procedure 
is the most advisable in such instances. 
If simple reduction can be done and 
the bowel is viable, this may be all that 
the patient’s condition will allow. An 
indwelling rectal tube may prevent fur- 
ther recurrence in immediate post- 
operative period. At times it may be 
necessary to decompress the greatly dis- 
tended loop before it can be untwisted. 
It may be possible to accomplish this 
by having an assistant insert a long soft 
rubber tube per rectum, guiding it intra- 
abdominally past the point of torsion. 
If this is not possible direct puncture 
of the loop may be necessary before 
detorsion can be done. Bowel of poor 
color often becomes obviously viable 
after the torsion pressure on the sig- 
moid vessels is reduced. If, however, 
it is doubtful that the bowel is viable 
resection is necessary. If the patient’s 
condition is satisfactory and technical 
difficulties (disproportion of lumina, 
evident or questionable viability of the 
ends of the bowel) are not too great, 
primary resection and anastomosis are 
at once curative for the acute episode, 
and eliminate any possibility of recur- 
rence. This was possible in only three 
cases in the present series. 

Patients who are too ill to tolerate 
such a procedure, or who present dan- 
gerous technical problems, are best 
treated by an obstructive resection 
which was performed eleven times in 
this series. While staged procedures 
carry a prolonged morbidity we feel 
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that in many instances they are neces- 
sary to tide over these extremely ill 
patients. One point, however, in these 
patients has been emphasized by 
Bruusgaard*: “Because the site of tor- 
sion is so distal in the sigmoid flexure 
a -Mickulicz exteriorization resection 
cannot be employed in most instances, 
because there is some risk of producing 
too much pull on the efferent loop of 
the sigmoid colon, which may cause 
gangrene and peritonitis.” This com- 
plication occurred in two instances in 
this series. In both cases it was success- 
fully treated with proximal colostomy. 
Bruusgaard suggested resection with a 
single lumen proximal colostomy and 
inversion and burial of the distal stump. 
These are later anastomosed. 

An alternate method as used by us 
is to carry out the obstructive resection 
but place the proximal and distal ends 
of the resection in the upper and lower 
angle of the incision, thus preventing 
interference with the blood supply to 
the mesentery and the possibility of 
gangrene with retraction. 

Following operative reduction (de- 
torsion of the volvulus) recurrence is 
not uncommon. Finsterer reported thir- 
teen recurrences among forty-seven 
cases of volvulus of the sigmoid colon 
for which detorsion only had been per- 
formed. It should be remembered that 
proctoscopy and intubation, while ef- 
fective in many cases in the treatment 
of the acute attack of volvulus, have 
no effect on the tendency toward recur- 
rence of this lesion. This therapeutic 
method is, therefore, not a definitive 
treatment. Thirty-one of Bruusgaard’s 
patients had to be readmitted to a 
hospital two or more times for recur- 
rent volvulus. In our own experience 
the four patients treated successfully 


457 





Fig. 6 (top). The sigmoid colon reaches 
the right leaf of the diaphragm. The de- 
scending colon is markedly distended. 
Fig. 6b (bottom) Roentgenogram imme- 
diately following proctoscopy and inser- 
tion of a long rectal tube into the sig- 
moid. 


with barium enema, proctoscopy and 
indwelling rectal tube had to be very 
closely observed due to the definite 
tendency of recurrence. Little benefit 
was observed with the use of Dioctyl 
Sodium (Colace, Pericolace, Dorbane). 

Results In this series of 21 pa- 
tients, 4 died, making a patient mor- 
tality rate of 19.5% and a case mor- 
tality rate of 16.5%. Of the 4 deaths 
2 occurred in far advanced cases with 
gangrene of the sigmoid loop. Both of 
these patients were referred to us from 
other institutions, one a nursing home, 
the other a mental disease hospital. 
One patient was 84 years old and had 
perforation of the gangrenous loop and 
generalized peritonitis at the time of 
emergency obstructive resection. She 
expired 22 hours after operation of 
generalized peritonitis. We believe that 
she was non-salvageable by any method 
of treatment. A second death occurred 


in a patient who was in shock from the 


effects of closed loop obstruction. An 
emergency Mikulicz obstructive resec- 
tion was performed. His subsequent 





course was complicated by gangrene of 
the colostomy limbs, evisceration and 
bronchopneumonia with multiple lung 
abscesses. A better operative procedure 
for this patient would have been a 
proximal-distal colostomy, which we 
advocate, because it shortens the op- 
erating time. Perhaps this patient might 
have been salvaged had he not sus- 
tained these additional insults. In an- 
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of sigmoid 
the initial 
cecostomy. 


other death, the diagnosis 
volvulus was missed and 
treatment 
Four days later resection 
but she expired three weeks later of 
bronchopneumonia and cardiac failure. 
The other two deaths were due to a 
rupture of dissecting aneurysm of the 
aorta and a cardiac failure on the ninth 
post-operative day. 

Discussion It is important to note 
that in 11 cases where emergency re- 


was a_ simple 


was done, 


section was necessary, for gangrene, 
there were 4 deaths. No deaths occurred 
in cases where resection was done as an 
elective procedure. This further attests 
the significant mortality associated with 
strangulation obstruction and the ne- 
cessity of making the diagnosis of 


volvulus early before strangulation oc- 
curs; misdiagnosis or delay in diagnosis 
often means strangulation with an ex- 
orbitant mortality.6 Those responsible 
for the case of institutionalized aged 
or psychiatric patients should be acutely 
aware of this. We strongly advise elec- 
tive sigmoid resection in patients whose 
volvulus has been simply reduced either 
by proctoscopy or by operative de- 
torsion. 

According to the reports in the litera- 


ture 3,6,7,8,11 


and our own experience, 
the mortality rate ranges between fifteen 
percent to forty percent in cases of 
volvulus with gangrene, whereas, in 
cases of viable bowel where an elective 
resection was performed, there was sig- 


nificantly less mortality. 


Summary 


1. A brief review and report of 
twenty-one cases of acute sigmoid 
volvulus is presented. 

2. Eleven of the twenty-one patients 
in this series were mental patients 
and two additional patients had been 
institutionalized elsewhere. No cause 
for this is apparent either from our 
experience or from the literature. 

3. From our experience acute sig- 
moid volvulus should be. highly sus- 
pected in any chronically mentally 
ill patient with signs and symptoms of 
intestinal obstruction. 

4, The roentgen findings in sigmoid 
volvulus are illustrated. 

5. Each episode of acute sigmoid 
volvulus is a surgical emergency as a 


closed loop obstruction is present and 
strangulation may rapidly supervene. 
Misdiagnosis accordingly carries more 
serious consequences. 

6. The mortality associated with a 
strangulation volvulus is still 
cessive. In eleven cases where emer- 


eCX- 


gency resection was necessary there 
were four deaths. No deaths occurred 
after elective resection. Similar ex- 
periences are cited from the recent 
literature. 

7. Emphasis is placed on certain 
technical features of the surgical 
procedure. 


Department of Surgery, 
Jersey City Medical Center 
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Teaching 


Resumen y Conclusiones 


1. Se presenta una breve revision y 
reporte de 21 casos de volvulus del 
sigmoide. 

2. De los 21 enfermos de esta serie, 
11 eran enfermos mentales y otros 2 
estaban hospitalizados en otras Insti- 
tuciones. La Explicacion de este hecho 
se desconoce tanto en nuestra experi- 
encia como en la literatura. 

3. De acuerdo con nuestra experi- 
encia, debe sospecharse de inmediato 
la posibilidad de que exista un vol- 
vulus del sigmoide en todo enfermo 
mental crénico con signos y sintomas 
de oclusion intestinal. 

4. Se ilustran los hallazgos radio- 
logicos en el volvulus del sigmoide. 


5. Cada episodio de volvulus agudo 
del sigmoide es una emergencia qui- 
rurgica, pues da oclusion en asa ce- 
rrada y puede presentarse rapida- 
mente un-a estrangulacién. Los er- 
rores de diagnostico acarrean las mas 
graves consecuencias. 

6. La mortalidad asociada con un 
volvulus estrangulado es todabia ex- 
cesiva. Se presentaron 4 defunciones 
en Il casos que ameritaron la re- 
seccién. No hubo mortalidad en los 
casos de reseccion electiva. Exper- 
iencias similares se citan en la liter- 
atura reciente. 

7 Se hace hincapié en ciertos de- 
talles del procedimiento quirtrgico. 
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Anal Patterns 


THOMAS ROY PEYTON, M.D. 


Los Angeles, California 


om are rather constant 
anal patterns to be noted in any given 
series of hemorrhoidal cases although 
it is astounding how many different pat- 
tern-arrangements may present them- 
selves for consideration. 
sible to diagnose or re-diagnose each 
surgical case after anesthesia has al- 
lowed for full relaxation, and the pat- 
tern graphically sketched upon a black- 
board or firmly fixed in the mind, am 
sure it would limit the bounds of sur- 
gical intervention. Thus the true path- 
ologic picture might be measured. 
There have been instances where at 
surgery, after insertion of speculae 
(retaining or otherwise) for more or 


Were it pos- 


less prolonged periods, morphologic 
changes occur in the anal canal. We 
need but remind ourselves of the rich 
venous supply in the canal to under- 
stand that any blocking or pressure 
upon one or more quadrants is bound to 
result in the damming back of circula- 
tion with edema and swelling. Such 
tourniqueting of the part may produce 
what we might call “traumatic hemor- 
rhoids.” These are oftentimes caused 
by just such pressure upon the com- 
municating radicles of the internal and 
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external hemorrhoidal plexuses. Thus 
a speculum or retractor permitted to 
remain in the anal canal for better ex- 
posure or vision, may cause extensive 
swelling of the external hemorrhoidal 
plexus. These are often imprudently ex- 
cised as part of the surgical procedure 
but they usually resolve with the re- 
establishment of unimpeded circulation 
to the part. 

At the beginning of surgery, a concept 
of the anal pattern of each individual 
case will define the surgery to be at- 
tempted. An anoscope (tube-like and 
not beveled), one inch in diameter, will 
permit of thorough inspection and ap- 
praisal of the pathology present, pin- 
pointing those segments to be excised. 
Should edema of neighboring hem- 
orrhoidal tissue occur during the oper- 
ative procedure this occurrence need not 
disturb the original intent, for this trau- 
matic occasion usually subsides _post- 
operatively. 

Rather constant anal patterns that 
may be seen are illustrated on the fol- 
lowing page: 

These and other anal patterns are 
commonly found, some with complicat- 
ing abscess, fistula, papilla or mucosal 
prolapse which are involved, and present 
the picture of associated pathology. 
These are usually infected and may cause 
pain, obstruction or interference with 
function, and make the reason for sur- 
gery. 

The ano-rectum presents anatomical 
and physiological features which differ 
from those of any other area in the hu- 
man body. The effort toward correc- 
tion for maximum function should sur- 
pass that for surgical repair per se. 
Movement, dilation, as well as accomo- 
dation of neighboring muscles and the 


mucosal lining, are all participants 
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The almost uniformly constant pattern of the 
right posterior and anterior and left lateral 
hemorrhoids—these are known as the primary 
hemorrhoids. 


The satellites of these primary hemorrhoids may 
be found in each quadrant but almost never in 
the right anterior quadrant which is usually discrete. 
The anal ulcer which may be found usually in the 
dorsal quadrant although it may appear in the 
ventral quadrant or even laterally — or both. 


Pp 


The dorsal and ulcer accompanied by 
caressing hemorrhoids on either or both 
sides which prevent "breathing" of the ulcer. 


The external hemorrhoid or anal hematoma without 
internal hemorrhoidal involvement. This may be 
found at any point on the anal circumference. 


The external hemorrhoid with corresponding in- 
ternal hemorrhoidal tissue in the same quadrant. 


Totally involved circumference of either 
or both the left and right aspect of the 
anus with mixed hemorrhoids and prolapse. 


The sentinel pile with overhanging skin tab, under- 
lying ulcer, papilla and internal hemorrhoid. 











ae 











which resent interference. The greater 
the scope of the surgical procedure, the 
greater the morbidity to the part and 
the greater the interference with subse- 
quent function. Therefore, a radical 
procedure, no matter how sound sur- 
gically, may often prove to be disap- 
pointing to the patient who has been 
subject to wide incisions and multiple 
suturing with catgut equalling excessive 
sear tissue and restriction of those very 
processes desirable for the best results. 
The patient not only suffers the excru- 
ciating pain from exposed nerve endings 


open up areas of infection in the vul- 
nerable scar tissue present in the anal 
canal, and spread to surrounding areas, 
and contribute to chronic illness or anal 
crippling. 

The end results of the hemorrhoidec- 
tomy will be happier if we shall deal 
with the common anal patterns as de- 
scribed above at a fairly early period of 
their pathologic lives. It seems reason- 
able to suggest less ambitious rectal sur- 
gery toward this end. 

Electro-surgery may be employed to 
satisfy the correction of these pathologic 


but also is later subject to tears from _ patterns. 
hard or semi-hard stools which may 2068 South Hobart Blvd. 
Summary 
1, Anal patterns have been sug- charted. 


gested which may tend to limit sur- 
gical procedures. 

2. Under anesthesia these patterns 
may be thoroughly evaluated and 


3. Conservative approach to rectal 
surgery advocated. 
4. Electro-surgery serves these ideas 


well. 
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Cancer 
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and Preeanecerous Lesions 


of the Colon 


A Critical Survey of Errors 


Made in Roentgen Diagnosis 


1. our x-ray work, nothing has 
been as embarrassing as the missed 
carcinoma of the colon or the missed 
precancerous polyp. For calling our at- 
tention to these repeated costly errors 
and for stimulating us to do something 
about them, we are deeply indebted to 
the proctologists. Without their con- 
tinued support, we, as roentgenologists, 
probably will not be able to raise colon 
diagnosis to the highest possible level 
of accuracy necessary to meet the chal- 
lenge of the early detection of cancer 
and precancerous lesions of the colon. 
We do not hesitate to say that it is en- 
tirely due to the educational efforts of 
the coloproctologists that the general 
practitioner is finally beginning to ap- 
preciate the importance of the early 
diagnosis of cancer of the colon. Why 
has our colon work remained at a rela- 
tively low level compared to the work 
done on the gall bladder and the 
stomach? Analysis of the results of 
our work has revealed errors enumer- 


ated herewith and the classification of 
the circumstances leading up to these 
errors. 

Fluoroscopy There is a relative de- 
cline in the importance alloted to fluor- 
oscopy as compared to the roentgeno- 
gram. We think this is a fair judgment 
at this time. We are satisfied that the 
many improved films more than make 
up for the hurried fluoroscopy in gastric 
studies; but in routine colon work, we 
do not take anywhere near the number 
of films taken in a stomach examination. 
In our experience, we are convinced 
that herein lies the main reason for 
many diagnostic errors in colon work. 
More and more films, in many different 
angles is the first answer to the con- 
tinued errors in this field of colon 
diagnosis. 

Physiological Factors Physiologi- 
cal factors include the many obscuring 
fecal and gas shadows as the result of 
improper preparation of the patient. A 
further list of these difficulties also in- 
clude the redundant loops obscuring 
each other, particularly at the sigmoid 
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and the flexures; painful cramps mak- 
ing it necessary to hurry the exami- 
nation; spastic manifestations and di- 
verticula all tending to make the ex- 
amination somewhat uncertain and 
unsatisfactory. 

Psychological Factors Here we are 
compelled to admit that the roentgenolo- 
gist must assume all the blame for his 
error. In a number of cases, we have 
gone back to the original films and 
found a slight defect in the area where 
later an advanced cancer was found. 
Why was this defect ignored? Many 
reasons could be advanced such as: The 
roentgenologist was too busy and har- 
rassed by interruptions; or the defect 
was too small and resembled other de- 
fects present due to obvious fecal mate- 
rial; or the defect was considered a 
spastic manifestation. We feel that 
ideally, the entire colon ought to be 
examined with the same care as the 
stomach. This is, however, extremely 
difficult if not practically impossible in 
most cases. Considering the length of 
the colon, if we should attempt to ex- 
amine the colon like a stomach, we 
would have to take at least 50 films. 
We therefore divide our colon examina- 
tions into two groups, namely: 

(a) The routine colon examination 

(b) The allerted colon examination 

concentrating over a portion of 
the colon, usually the distal 
colon. 

Improved Routine Colon Exam- 
ination I do not want to burden you 
with the many problems encountered 
in the taking of films of the routine 
colon examination. However, unless the 
proctologist understands the difficulties 
and demands a proper improved exami- 
nation from the x-ray department, the 
examinations will continue to be inade- 
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quate. I am convinced that a proper 
examination is one where the sigmoid 
and descending colon at least are treated 
just as we would treat the stomach in 
an X-ray examination. Time alloted to 
me precludes any detailed discussion 
of ‘our methods in striving for this im- 
proved routine technique of studying 
the distal colon; but proctologists can 
do their share by demanding at least 
seven exposures of the sigmoid in the 
filled and expulsion states. More are 
frequently desirable and necessary; and 
anything less takes the appreciable 
chance of missing the early carcinoma. 
Proctologists must study the films with 
the roentgenologist and must make sure 
that every inch of the sigmoid and the 
descending colon is properly distended 
and that every bit of the mucous mem- 
brane properly visualized in the expul- 
sion films. That is what the gastroenter- 
ologist demands of the x-ray department 
when he studies a series of x-ray films 
of the stomach. The colon certainly is 
no less important, just because it is so 
much more difficult to examine. 

Allerted Colon-Polyp Examina- 
tion for Bleeding Here we are dealing 
with the patient suspected of harboring 
the precancerous polyp. 


Preparation We place great empha- 
sis upon the proper preparation of the 
patient. Lack of preparation is the most 
frequent cause of our frustration.’° We 
recommend the following preparation: 

1. 36 hour liquid diet.° 

2. Two ounces of castor oil the eve- 
ning before. 

3. Two enemas the morning of ex- 
amination and at least two hours 
before the examination. 

I know many doctors are careless in 
carrying out these preparations, but I 
assure you the allerted colon examina- 
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CASE #2. This case, age 52, entered the hospital complaining 
Mild 


blood in the stools were noted. Routine colon examination was 


of vague abdominal distress. chronic anemia and occult 
negative. Two months later a carcinoma of the upper descending 
colon was seen in the subsequent examination. A review of the old 
films showed a suggestive defect which had been attributed to 
spasm. The error was attributed to hurried interpretation and 


failure to appreciate that this patient had the “occult gastro- 








intestinal cancer syndrome”. 





Fig. 4-A (Left) Redundant descending colon 
hiding defect. 


tion in the presence of an improper 
preparation is frequently a waste of 
time, material, and exposure. 

Technique (a) The Filled Sigmoid 
Views These anterior posterior, 
obliques, lateral and spot views of the 
sigmoid are essentially the same as 
those taken in the routine colon tech- 
nique. If these have already been taken 
and are satisfactory they are not re- 
peated at this examination. 

(b) The Measured Expulsion Sig- 
moid Films When the barium reaches 


the mid-transverse colon, the flow is 





Fig. 4-C (Right) Films three months later shows 
gross defect. 


stopped and the patient is allowed to 
expel the barium. We aim to visualize 
the mucous membrane throughout the 
entire distal colon. At various intervals, 
films are taken with the distal colon in 
various degrees of expulsion. This may 
take hours of time and much effort. To 
aid us, we have used tannic acid, liquid 
barium enemas, pitressin injections, and 
suction.” From five to eight films are 
taken over the sigmoid. We hold these 
expulsion films the most important in 
the diagnosis of the colon polyp.° 

(c) The Double Barium Air Contrast 
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CASE #3. This patient, age 41, complained of blood clots in 
the stool. Routine examination did not show any definite cause. 


Several months later, a large polyp was demonstrated at another 


hospital. In reviewing our films, we found that our heavy barium 


had completely obscured the polyp. The expulsion mucous mem- 


brane films which should have shown this polyp easily were in- 


adequate. Carelessness in accepting these inadequate expulsion 


films was the cause of the error. 


Films We are not as enthusiastic about 
the double barium air contrast exami- 
nation as some of the contemporary 
workers. It has been estimated that 
23% of these examinations show ficti- 
tious shadows resembling polyps.’® In 
our experience this is well over 50%. 
We concentrate on the sigmoid and de- 
scending colon and do not consider 
the examination completely successful 
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Fig. 5-B The bal- 
looned-out portion of 
the sigmoid, in retro- 
spect, is the large 
polyp, seen in the 
expulsion film. This 
was originally inter- 
preted as a_ gas 
bubble. 


unless we can visualize every inch of 
the sigmoid loop and descending colon. 
One should not be satisfied with less 
than six films. Lateral decubitus films 
have been particularly helpful. Doing 
the double air contrast examination 
when too much barium is left in the 
colon is usually a waste of time and 
exposure. 

Comment The life of the patient de- 
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Fig. 6-A First examination is negative in the filled colon. 


Fig. 6-D Gross defect seen in allerted sigmoid technique. 


CASE #4 This patient, age 57, entered the 
hospital complaining of red and black stools. 
The symptoms suggested a duodenal ulcer. 
The routine colon examination was negative. 
A diagnosis of duodenal ulcer was made. 
Eight months later, the patient returned with 
advanced lower bowel obstruction. A colon 
enema showed an advanced carcinoma of the 
sigmoid. We are now satisfied. The bleeding 
was originally from an early carcinoma of the 
sigmoid. The error is attributed to inadequate 
history, incomplete follow up in_ bleeding 
cases, and inadequate examination of the 
sigmoid. Our allerted or improved routine 
technique would likely not have missed this 
early carcinoma. 
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Fig. 8d Surgeon found carcinoma in proximal sigmoid. 


CASE #6 The patient, age 56, entered_the hospital complaining 
primarily of red bleeding. Routine colon enema examination 
showed no definite cause. One month later, a repeat allerted ex- 
amination showed some diverticula. The x-ray department urged 
the diagnosis of bleeding diverticula. The patient returned in 
seven months again for bleeding. Again, the allerted technique 
showed only diverticula and spasm. The proctologist, however, 
would not wait any longer. At the operation, a carcinoma in the 
region of the diverticula measuring 2 cms in diameter was re- 
sected. This is an example of the need for more exploratory opera- 


tions in bleeding cases. 


pends squarely on the early diagnosis 
of cancer, and better still, on the cor- 
rect diagnosis of the precancerous poly- 
poid lesion. At this point we offer a re- 
view of statistics gleaned from the past 
medical literature. I know there is con- 
siderable controversy as to these figures, 
but they are in the current literature. 
14% of the malignancies of the colon 
start with a polyp. 
(Vol. 9, No. 6) DECEMBER, 1958 


30% of all the polyps are located in 
the area beyond 10 cms from the 
anus. 
20% to 60% of polyps degenerate 
into malignancies. 
2 to 8% of all adults have polyps.* 
3312% of all polyps are multiple in 
type. 
Only 20 to 50% of polyp cases have 
symptoms of bleeding. 
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CASE #9 This patient, age 62, entered com- 
plaining of some vague left lower abdominal 
distress. Routine colon examination showed an 
irritable sigmoid. The patient returned seven 
months later and showed a definite napkin- 
ring defect in the sigmoid. The error is at- 
tributed to inadequate visualization of the 
sigmoid. Had we examined this sigmoid like 
we would the stomach, the irregularity which 
we first attributed to spasm would have been 
proven constant. The sigmoid must be nicely 
distended in many views before we can rule 
out carcinoma. 


Fig. 11-A Defect in sigmoid erroneously attri- 
buted to spasm in area of diverticula. 


Nine months of symptoms usually 
elapse before the patient 
comes to surgery.® 

Cancer of the colon is the second 


cancer 


most frequent cancer in the male. 

If these statistics are to be taken at 

their face value, what should we do 

with the unsolved case of bleeding, 
even after exhaustive search for the 
cause. I am only a roentgenologist, 

but it seems to me that if 20 to 60% 

of polyps become malignant, many 

more exploratory operations 
necessary. 
There are some disadvantages to this 
detailed allerted colon examination. We 
appeal to the coloproctologists for their 
help and suggestions in solving these 
difficulties. 

The Time Element The allerted colon 
technique takes at least two hours time 
of a technician and roentgenologist. At 
least twenty films are needed. Frequently 
as many as thirty films are taken. How 
can we properly serve all the patients 


are 





with rectal bleeding under these cir- 


cumstances? 

The Possible Danger of Over-Ex- 
posure Prolonged fluoroscopy, at least 
20 to 25 exposures, and repeated ex- 
aminations, should cause some concern 
as to the possibility of over-exposure to 
the x-ray. Certainly patients in the child- 
bearing age must be protected. In our 
hospital, we try to follow the following 
suggestions in order to limit this danger. 
1. We never do the allerted technique 

unless the patient is properly pre- 

pared. Thus repeated examinations 
are limited. 

2. We never do the allerted technique 
unless there is a repeated sigmoidos- 
copy- Where possible, we demand 
that this sigmoidoscopy should be 
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done by a proctologist and not a 
general practitioner. 

3. A consultation with the attending 
physician is essential first, so as to 
limit the necessity of a repeated ex- 
amination as a result of inadequate 
history. We are particularly dis- 
tressed by the conflicting stories 
about bleeding or no bleeding. To 
accept a patient’s statement of “no 
bleeding” without determining 

whether he examines his stools is 

pure carelessness. In our analysis of 

our errors in diagnosis, we found a 

number of cases which we attributed 

to lack of a proper follow up. We 
have overcome this now by what we 

call a “blue slip” clerical service. A 

blue slip is sent to every doctor who 

has a patient with rectal bleeding 
where no cause for the bleeding was 
established by the x-ray. A copy of 





this slip is kept in our current file. 

If necessary, we ask permission to 
contact the patient ourselves in order 
to assure continued x-ray examina- 
tions until the cause of the bleeding 
is established. In a number of cases, 

* this reliance on our clerical service 
has saved us from embarrassing er- 
rors. 

The Occult Gastrointestinal Can- 
cer Syndrome We have been forced 
to recognize this syndrome because of 
the number of errors in failing to diag- 
nose cancer of the cecum. In this syn- 
drome, we are concerned with chronic 
anemia, occult blood in the stools, and 
vague abdominal distress. In the pres- 
ence of such symptoms, we now pay 
particular attention to the cecum. The 
cancer in this area is relatively silent 
and hidden, and the diagnosis, thus 
long delayed. 


Conclusions 


1. Until we develop the habit of 
examining the colon or at least the 
sigmoid with the same detail and care 
we use in gastric examinations, the 
costly errors in colon diagnosis are 
likely to continue. It is up to the colo- 
proctologists to demand such im- 
proved examinations. 

2. For economic reasons as well as 
possible dangers of over-exposure, 
this detailed allerted technique is 
limited to cases of bleeding where 
polyps, not cancer, is the more likely 
diagnosis. 

3. Sigmoidoscopy done..by a proc- 
tologist should be demanded by the 
x-ray department before repeating an 
allerted colon examination. 
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4, Bleeding, either occult or overt, 
has been the most consistently reli- 
able sign of cancer of the colon. In 
none of the cases missed over many 
years was there a complete absence of 
bleeding. 

5. The cause of bleeding must be 
established; if sigmoidoscopy and x- 
rays do not do so, surgery should not 
be unduly delayed, unless there is 
some reason for not operating. 

6. Attention is called to the occult 
gastrointestinal cancer syndrome 
pointing to a possible silent cancer 
of the caecum. 

7. A clerical technique to keep in 
contact with undiagnosed bleeding 
cases is described. 
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Conclusiones 


1. Hasta que no desarrollemos el 
habito de examinar el colon o cuando 
menos el sigmoides con el mismo 
cuidado y detalle que usamos en el 
estudio gastrico, es seguro que con- 
tinuaran los costosos errores en el 
diagnostico de _ padecimientos del 
colon. Esta en manos del coloproc- 
tologo exigir esos examenes mejora- 
dos. 

2. Por razones economicas y para 
evitar los peligros de sobreexposicién, 
esta tecnica detallada debe limitarse 
a los casos de sangrado en los que se 
sospecha la presencia de poélipos, no 
cancer. 

3. La sigmoidoscopia hecha por un 
proctélogo deberia ser solicitada por 
el Departamento de Rayos X antes 
de repetir un estudio detallado de 
colon. 

4. El sangrado, sea oculto o apa- 


rente, ha sido el signo mas frecuente 
en el cancer del colon. En ninguno 
de los casos no diagnosticados en 
muchos anos, hubo ausencia completa 
de sangrado. 


5. La causa del sangrado debe 
establecerse; cuando no se obtiene la 
respuesta a travas de la endoscopia o 
los rayos X, se debe operar sin dila- 
cion, @ menos que exista una con- 
traindicacion formal para la opera- 
cion. 


6. Se llama la atencién al sindrome 
de cancer oculto gastrointestinal, in- 
dicando hacia un cancer silencioso 
del ciego. 


7. Se describe la tecnica administra- 
tiva que seguimos para estar en con- 
tacto con aquellos enfermos que san- 
gran y a los que no se les ha hechos 
diagnostico. 





PROTECT YOUR CREDENTIALS 


During war and national uprisings, medical records are 
often lost or destroyed. Because of this, many doctors are 
today unable to utilize their professional skills because 
of the loss or destruction of their original credentials and 
a lack of protective service in which authenticated copies 
could be deposited. Therefore, The World Medical Associ- 
ation has established the Central Repository for Medical 
Credentials to assure that doctors all over the world will 
always be able to prove themselves medically trained and 


fully accredited to practice medicine. 


The American Med- 


ical Association has commended the program. 

Requests for forms and additional information in regard 
to the Central Repository for Medical Credentials is avail- 
able from The World Medical Association, 10 Columbus 


Circle, New York 19, N. Y. 
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Fluids and Electrolytes 


in Vomiting, Gastric Suction, 


or Pyloric Obstruction 


STANLEY MIKAL, F.A.C.S., D.A.B.S. 
Clinical Instructor of Surgery, Tufts Univer- 
sity Medical School, Boston, Massachusetts. 


L, the parietal cell, water and 
carbon dioxide combine under the ca- 
talytic enzyme carbonic anhydrase to 
form carbonic acid. (Fig. 1) Carbonic 
acid dissociates into hydrogen ions and 
bicarbonate ions. The bicarbonate ions 
are secreted into the blood stream and 
the hydrogen ions are secreted into the 
lumen of the stomach. As a result, gas- 
tric juice is acid and blood is relatively 
alkaline. This is spoken of as “the alka- 
line tide.” 

About 2,000 to 3,000 cc. of gastric 
juice are formed daily. Analyses of gas- 
tric juice reveal that in each liter there 
are approximately 100 megs. of chlo- 
ride, 60 meqs. of sodium, 10 megs. of 
potassium, and 40 to 50 meqs. of hy- 
drogen ions. There are no bicarbonate 
ions in gastric juice. It is apparent there 
are twice as many chloride ions as so- 
dium and hydrogen ions in gastric juice. 
Therefore, in the vomitus, chloride ions 
are chiefly lost. 

Pathological Physiology (1) Vom- 
iting causes a loss of protons or hydro- 
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gen ions. (Fig. 2) This results in a net 
excess of bicarbonate ions in the plasma. 
Water, chloride, sodium, and potassium 
ions, are also lost in the vomitus. Ap- 
proximately two chloride ions are lost 
for every sodium ion and hydrogen ion 
that is lost. 

(2) Water, sodium, chloride, and bi- 
carbonate ions, leave the interstitial 
space to replenish the losses from 
plasma. Since large amounts of chloride 
ions are lost from the vascular space, 
the interstitial space conserves most of 
its chloride and bicarbonate shifts in its 
place into the vascular compartment. 
Consequently, bicarbonate accumulates 
in the plasma and alkalosis develops. 
This accumulation of bicarbonate is due 
to: (a) passage of bicarbonate ions 
from the parietal cells to the plasma, 
and (b) shift of bicarbonate ions from 
the fluid to the vascular 
space. 

(3) Extracellular dehydration occurs 
and water leaves the cells in order to 
establish an equilibrium with the extra- 
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cellular fluid. Whenever water leaves the 
cells, potassium ions go with it. As po- 
tassium leaves the cells, sodium enters 
the cells. The excess potassium in the 
extracellular space is promptly excreted 
in the urine. 


(4) The extra renal losses of water, . 


sodium, and chloride, cause the kidneys 
to conserve these substances by in- 
creased tubular reabsorption. In addi- 
tion, hydrogen ions are not excreted by 
the kidneys due to the cessation of am- 
monium ion formation and by the excre- 
tion of disodium acid phosphate in the 
urine. Due to the alkalosis, base is ex- 
creted by the kidneys as bicarbonate 
and this causes the urine to be alkaline 
Therefore, the urine is 
scanty, alkaline, low in chloride and so- 
dium, and rich in potassium. 

(5) Despite the loss of chloride ions 
from plasma, more sodium is eventually 
lost because sodium is lost to: (a) the 
external environment in the vomitus and 
(b) the internal environment by its 
passage into the cells. The electrolyte 
imbalance which is produced in the 


in reaction. 
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blood is characterized by the triad of 
hypochloremia, hypokalemia, and alka- 
losis. Serum sodium may be normal or 
depressed, depending on the degree of 
dehydration. 

(6) As 


from the gastrointestinal tract and kid- 


potassium losses continue 
neys, the alkalosis becomes more severe. 
At this stage, the urine becomes acid 
rather than alkaline. (Fig. 3) This state 
of alkalosis with aciduria is due to a 
prolonged potassium deficit or loss 
which causes: (a) transfer of hydrogen 
ions from the blood into the body cells, 
and (b) increased excretion of hydrogen 
ions by the renal tubular cells into the 
urine. Therefore, a relationship exists 
between potassium ions and hydrogen 
ions in the body. The greater the loss 


of potassium ions, the greater the hy- 


Fig. |. Carbonic anhydrase system in the stomach. 
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drogen ion secretion by the renal tu- 
bules. As a result, the alkalosis becomes 
accentuated but the urine is acid. 

(7) Severe alkalosis causes the ion- 
ized serum calcium to be decreased and 
may produce tetany. 

Treatment Treatment consists in 
correction of the dehydration and re- 
placement of the electrolyte losses. Al- 
kalosis cannot be corrected until the po- 
tassium deficit has been restored. The 
patient requires 2500 cc. for obligatory 
water loss and an additional 3000 cc. 
of water lost as gastric juice. Therefore, 
a total of 5500 cc. of water is required 
for replacement. Three liters of gastric 
vomitus contains about 300 megs. of 
chloride, 180 megs. of sodium, 120 
megs. of hydrogen and 30 megs. of po- 
tassium ions. These electrolytes must 
be replaced. About 75 megqs./1 of po- 
tassium ions are also excreted in the 
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urine, making a total of 105 megs. of 
potassium ions which are required for 
replacement. Of the 5500 cc. of fluid 
which must be replaced, 1250 cc. must 
be .9% normal saline to furnish the re- 
quired amount of sodium and chloride 
ions, and the remainder, 3500 cc. of 
5% G/W. To each liter bottle of 3 liters 
of fluid, 40 megs. of potassium chloride 
must be added to furnish the required 
amount Ammonium 
chloride solutions may be given intra- 


chloride 


of potassium. 


venously to provide extra 
ions. 

A liter of .9% ammonium chloride 
solution contains 9 grams of ammonium 
chloride, or 170 megs. of ammonium 
and 170 megs. of chloride ions. Lactate 
and bicarbonate solutions must not be 
given for they aggravate the alkalosis 
and increase the excretion of potassium 
by the kidney. A vial of calcium chlo- 
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Fig. 3. Mechanism of aciduria in alkalosis with prolonged K-deficit 


ride or gluconate may be given intra- 
venously to correct any hypocalcemia 
that may be present. Oral intake of 
beef broth, orange juice, or meat ex- 
tracts are beneficial in the postoperative 
period because of their high potassium, 
sodium and chloride content. 


HPo 
acid vrine 


k* 


LOSSES REPLACEMENT TOTAL 
H20 5500 cc. 4250 cc. 0f 5%, G/W 5500 cc. 
Cl 300 megs. 1250 cc. of .9% 313 meqs. 
normal saline 
Na 180 meqs. 3 Ampules of KCi 192 megs. 
40 megs.) 
K 105 megs. 120 megs. 
(75430) 


520 Commonwealth Avenue 


Tratamiento 


El tratamiento consist en la 
rection de la deshidratacion y repo- 
sicion de las perdidas electroliticas. 


cor- 


La alcalosis no puede corregirse hasta 
que se cubre el deficit de potasio. 
El enfermo necesita 2500 c.c. de perdida 
obligada de agua y 3000 c.c. adicionales 
de perdida liquida en forma de jugo 
gastrico. Por lo tanto se requiere un 
total de 5500 c.c. para reponer. Tres 
litros de vémito contienen aproximada- 
mente 300 meq. de cloruros, 180 meq. 
476 


de sodio, 120 meq. de hidrégeno y 30 
meq. de iones potasio. Estos electrolitos 
deben ser repuestos. Aproximadamente 
75 meq. por litro de iones potasio son 
excretados en la orina, dando un total 
de 105 meq. de iones potasio que son 
necesarios reponer. De los 5500 c.c. de 
liquido que deben reponerse, 1250 c.c. 
deben ser de suero fisiologicol salino al 
.9% para proporcionar la cantidad ade- 
cuada de iones sodio y cloro, y el resto, 
3500 c.c. de glucosa en agua. A cada 
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botella de litro se deben agregar 40 
meq. de cloruro de potasio en los 3 litros 
ultimos para proporcionar la cantidad 
necesaria de potasio. Se puede inyectar 
una solucion endovenosa de cloruro de 
amonio para proporcionar iones extra 
de cloro. Un litro de solucion .9% de 
cloruro de amonio contiene 9 gramos 
de cloruro de amonio, o 170 meq. de 
amonio y 170 meq. de ion Cloro. So- 


usarse pues empeoran la alcalosis y au- 
mentan la excrecién renal del potasio. 
Una pequefia cantidad de cloruro o glu- 
conato de calcio puede darse por via en- 
dovenosa para corregir la hipocalcemia 
que pueda existir. El tomar jugo de 
carne, jugo de naranja, o extractos de 
carne es benefico para el enfermo por 
su alto contenido de K, Na y Cl. en el 


luciones de carbonato o lactato no deben _postoperatorio. 

PERDIDAS REPOSICION TOTAL 

H20 5500 cc. 4250 cc. suero glu- 5500 cc. 
cosado 5% 

Cl 300 meq. 1250 cc. de suero fisio- 313 meq. 
logico salino al .9% 

Na 180 meq. 3 ampolletas de KCI 192 meq. 
(40 meq.) 

K 105 meq. 120 meq. 

(75 mas 30) 





Clini-Clipping 
DIVERTICULA OF THE COLON 


Diverticulum of the colon may occur 
singly, but more often they are multiple. 
The sigmoid is the site of predilection, 
however, they also occur in the other 
portions of the large intestine. 

The mesenteric border is the usual lo- 
cation of a diverticula as this part of the 
intestine is in relation to areas where 
vessels enter the muscularis. The wall of 
the intestine offers decreased resistance 
to herniation of the mucosa in this area. 
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Rational Basis for Medieal 


and Surgical ‘Treatment 


of Severe Ulcerative Colitis 


JUAN NASIO, M.D., F.LA.P.* 


Buenos Aires, Argentina 


a our definition of severe 
ulcerative colitis: “a chronic disease in 
which many causative factors may play 
a part, of cyclical evolution, with peri- 
ods of exacerbation and remission, that 
develops among patients presenting a 
psycho-neurovegetative dystonia and 
that is characterized by the appearance 
in the colon and rectum of ulceraiive 
hemorrhage lesions resistant to treat- 
ment,” we find the circumstances that 
should explain the profuse treatments 
of this disease and the need to establish 
the foundations upon which medical or 
surgical treatment should be based. Of 
18,000 patients, ulcerative colitis had 
a rate of one percent among all diseases 
of the colon; but its invalidating mor- 
bidity and its huge mortality rate war- 
rant rational treatment. 

Confusing Factors Contradictions. 
spectacular successes followed by fail- 
ures, the great number of drugs and the 
amazing figures of surgical treatment 
are actually to be found in every patho- 


logical entity when the disease gives 
place to the following circumstances: 
variable and cyclical evolution; spen- 
taneous remissions; improvement and 
aggravation influenced by daily and 
periodical factors of psychical, alimen- 
tary, climacteric, allergic and infectious 
nature. 

Physiopathological Principles On 
Which Management Should be 
Built The etiology of ulcerative colitis 
closely resembles that of the peptic ulcer 
according to our clinical and experi- 
mental studies. In our opinion, it is a 
secondary disease of adaptation in 
Selye’s syndrome in which many causa- 
tive factors play a part; therefore we 
reject a unique defined cause. In Table 
I we have mentioned the most important 
pathogenic theories of ulcerative colitis 
of general and local nature; the study 
of these theories leads us to point out 
the existence of some well-known facts 
in its development and allows us to 
establish the following principles to be 
considered in the treatment of this 
disease. 


* Director of International Archives of Gastro- 
enterology. 
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First PrincipLe The treatment of 
the psychical factors is very important. 
In cases in which there is a potential 
psychoneurosis or psychosis the help 
oi psychiatry is needed. The good re- 
sults of diet and chemotherapy are not 
assured without a life regime. 

SECOND PRINCIPLE In the treatment 
of colonic hyperfunction, the central 
nervous and neurovegetative systems 
should not be overlooked. An integral 
and synergic management of the neuro- 
vegetative dystonia is required. 

THIRD PRINCIPLE The infection is not 
a cause of the disease but a decisive fac- 
tor in its development, progress, com- 
plication and recurrence. Being mi- 
crobial agents of several breeds and 
most of them easily resistant to anti- 
bacterial drugs, a combination of sul- 
fonamides with periodical changed anti- 
biotics, gives excellent results. 

FourtH PRINcIPLE Hemorrhage, small 
but prolonged, like any other loss of 
blood, has its only specific treatment in 
blood transfusions of paramount im- 
portance. 

FirTH PRINCIPLE Diet not only should 
be rich in fats and proteins and low in 
carbohydrates by also of an agreeable 
taste. 

SrxtH PrinciPLe In nutritional and 
rehydration treatment of the patient. 
the amounts and qualities of vitamins 
and minerals should be related to liquid 
and electrolytic balance. 

SEVENTH PRINCIPLE The administra- 
tion of high doses of some vitamins, 
especially C and D, have a significant 
therapeutical, non-specific, anti-inflam- 
matory and cicatrizing action. 

E1cHTH PrincipLe Although ulcera- 
tive colitis is a general disease, local 
lesions should be treated in situ per os, 
through intestinal way (medical ileos- 
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tomy, 1944) or with oleous anti-inflam- 
matory and antibacterial clysters. The 
absurd and aggressive clysters of some 
decades ago are responsible for the dis- 
credit of this important therapy. 


NINTH PRINCIPLE The fact that ul- 


cerative colitis is a secondary disease 


of adaptation in Selye’s syndrome does 
not mean that cortisone and corticoids 
are always required in its treatment. 
They should be administered in certain 
clinical forms of evolution by means 
of oleous vehicles which are not ag- 
gressive to the recto-sigmoid mucosa. 
The administration of these compounds 
should not prevent the formal indica- 
tion of general or local medicaments of 
routine; if not recurrence or relapse 
of the disease are facilitated. 

TENTH PRINCIPLE Every chronic dis- 
ease requires the management of con- 
and complications 
which influence its evolution. It is the 


comitant _ illnesses 
complementary treatment. 

ELEVENTH PRINCIPLE Surgical indi- 
cation depends on the prognosis and 
particularly on the beginning of com- 
plications that aggravate the function- 
ing of the organ or the general state of 
the patient. 

TWELFTH PRINCIPLE The potential 
malignancy of certain diseases (ulcera- 
tive colitis and chronic illness) should 
be carefully studied before submitting 
the patient to surgery. 

According to these principles, ra- 
tional management of severe ulcerative 
colitis should be classified into con- 
servative and surgical treatments, being 
the former of general and local nature. 

General Conservative Treatment 
includes: a) life regime; b) integral 
management of neurovegetative dys- 
tonia; c) restoration of liquid and elec- 
trolytic balance; d) treatment of the 


479 





TABLE 1. THEORIES OF THE ETIOPATHOLOGY 











Etiopathology 


Psychosomatic 


Constitutional 
predisposition 


Neurovegetative 
dystonia 


Hormonal 
predisposition 


Stress 


Allergens 


GENERAL THEORIES 
Author 


PSYCHOLOGICAL THEORIES 
Murray and Alexander (1930) 
Sullivan and Chandler (1932) 
Bloomfield (1932) 

Menninger (1937) 

Wittkower (1938) 

Daniels (1939), Castex (1941) 

Wolf and Wolff (1947) 

Barilari (1947), Groen (1947) 
Morrison (1948), and Baslet (1949) 


THEORIES OF HEREDITARY 
CONSTITUTION 


Jahn, Crohn and Brown 


NEURO-HORMONO-CHEMICAL 
THEORIES 
Rachet, Busson, Kraus and v, Berg- 
mann (vagal hypertonicity) 
Maranién, Wolfeta and Chiray 


MALADJUSTMENT THEORIES 


Selye, Gray and Nasio 


ALLERGY THEORIES 


Andresen and Rowe { 1953), Bonorino 
Udaondo, Kirsner and Palmer 


—_ 


Pathogenic Mechanism 


Local neurovasomotorial 
alteration, 


Lysozyme 


Hyperfunction of ine 
colon and rectum 


Vascular alteratton- 
necrosis-ulcers 

Neurovascular spasm 
with local ischemia 

Local vasomotorial 
alteration 


Colagenesis 
Local hyperfunction 
Increased lysozyme 


Hypersensitivity 
of the colon 
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Malnutrition 


Bacteria or 
viruses 


Meteorological 
factors 


Lysozyme 


Intestinal 
bacteria 


Mucin 


Cytolytic 


enzyme 


Trypsin 


DEFICIENCY THEORIES 
McCarrison (1922) and Bargen 


INFECTION THEORIES 


Bargen (gram-positive dyplococcus), 
Felsen, Hurst, Einhorn, Paulson, Rosenow, 
(bacterias), Gallart Monés and San 
Juan (virus), Kirsner and Palmer (1954) 


PHYSICAL THEORIES 


Frankenhausen, Cohn and Lowenfeld 


LOCAL THEORIES 


Fleming, Jernoljera and Meyer 


Numerous 


Sammons 


Stoughton 


Brown and Portis 


Local malnutrition 


Local infectious 
action 


Through the 


nervous system 


Mucolytic and bacterio- 
static action 


Exacerbation of 
local virulence 


Mucolytic action 


Disintegration of 
the epithelium 


Enzymatic action 
of trypsin 
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inflammation; e) treatment of the in- 


¢) complementary 


fection; f) diet; 
treatment. 

Local Medical Treatment in- 
cludes: a) drip by drip procedure or 
medical ileostomy; and b) emollient 
micro-clysters. 

General Medical Treatment 
LirE REGIME Since 1946 we have de- 
termined this especial treatment in ulcer 
disease. It is of great importance and 
implies several therapeutical measures 
of emotional character. In most of the 
cases, psychical disturbances are pre- 
existing to the disease and they are 
partly responsible for its development. 
The patients are emotional and sexually 
immature and dependent on some of 
their female family members. We call 
them “emotional slaves”. Family and 
activity relationship should be taken 
into account in the treatment of these 
patients. 

We have not noticed that money difh- 
culties play a significant part in ihe 
evolution of this disease, but we had 
seen the reaction of patients who knew 
about ulcers in their bowel because for 
some, the idea of these intestinal ulcers 
provoked obsessions of cancerophobic 
character. 

Considering all these problems, psy- 
chical treatment should be superficial 
and performed by the internist or gastro- 
enterologist, but psycho- 
therapy is necessary due to the existence 


sometimes 


of severe psychoneurosis or a potential 
psychosis. Psychical rest is more im- 
portant than physical rest, but we should 
avoid insomnia, and in this case sedation 
with antihistamines or barbituric sub- 
stances is required; the latter are useful 
combined with anticholinergics. Ata- 
raxic drugs are not effective when emo- 
tional hypertension and anxiety are 





associated with organic lesions. 

TREATMENT OF NEUROVEGETATIVE 
DystoniA. Anticholinergics are of real 
importance in the treatment of this dis- 
ease because of the existence of vagal 
hypertonicity. Our studies have demon- 
strated that it is a big mistake to treat 
unilaterally the neurovegetative dys- 
tonia; sometimes it is necessary to treat 
nervous disturbances in the first place 
(central and vagal systems). Sympa- 
thicolytic and parasympathicolytic drugs, 
associated with phenylic-barbituric acid 
and plain anticholinergics are useful. 
Compounds of belladonna and _ their 
atropinic derivatives have shown more 
efficacy than opium derivatives since the 
latter increases intestinal motility and 
produces habit. 

RESTORATION OF LIQUID AND ELEc- 
TROLYTIC BALANCE. Transfusions of total 
blood or plasma and hydrosaline-min- 
eral solutions are required in acute. 
subacute or recurrent crisis of chronic 
evolution. The amount of blood or 
plasma should not be less than 500 
grams. To avoid side effects antihista- 
mines are indicated. 

Transfusion of hydrosaline-mineral 
solutions should be performed directly 
by oral way, transintestinal way through 
the tubes of the medical ileostomy or 
parenterally; we do not recommend 
subcutaneous way due to its impossible 
control. Glucose solutions are not in- 
dicated in extra-cellular dehydration, 
but they are useful in intra-cellular de- 
hydration. If there are a normal output 
of fluids and hypokalemia, 10 grams of 
potassium should be administered per 
day. We have added to these solutions 
40 or 50 mgs. per day of noretandro- 


~ Presented at the Tenth Annual Seminar In- 
ternational Academy of Proctology (México, 
April 11, 1958). 
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lone, a hormone which re-establishes 
the nitrogen balance. 

TREATMENT OF THE INFLAMMATION, 
The more important are: ACTH and 
glucocorticoids, anti-allergic drugs and 
others. 

ACTH anpb GLucocorticoiws. The 
plan of administration includes three 
stages: initial, transition and suppres- 
sion. In the initial stage we administered 
20 U.I. by slow intravenous infusion 
of ACTH associated with 50% glucosa 
serum in doses of 300 to 400 cc. every 
six hours. In the transition stage we 
combined 40 U.I. of gel ACTH intra- 
muscularly every twelve hours with 
maximal doses of cortisone or hydro- 
cortisone. In the suppression stage the 
doses were minimal or none. In this 
stage only cortisone should be admin- 
istered. Since a year ago we have used 
two derivatives of hydrocortisone and 
cortisone, called prednisone and pred- 
nisolone, whose activity is four and five 
times superior to the other two. In 
adults the doses were 20 to 30 mgs. 
daily during the initial stage and 50 
to 10 mgs. daily in the suppression 
stage. We have observed but minimal 
side effects. The association of these 
drugs with antihistamines was useful. 
We have used the following compound: 
prednisone (5 mgs.), chlor-prophen- 
pyridine maleate (10 mgs.) and ascorbic 
acid (150 mgs.) every six hours. After 
meals during the first five days; doses 
were decreased to a half when symptoms 
disappeared. One or two tablets per day 
begin the suppression stage. 

ANTI-ALLERGIC Drucs. The  chlor- 
amino-pyridine dimethyl-aminoethyl and 
benzhydril-dimethyl aminoethylic 
useful. Intravenous route is the best one, 
in doses of 50 mgs. per day. We are 
using at present a new drug, chlor- 
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are 


prophenpyridine maleate, which has no 
side effects in doses of 4 mgs. six times 
a day. Tuberculostatics, azulenes and 
chlorpromazine are new drugs that 
might have direct or indirect anti- 
allergic action. (Tuberculostatics.) Isoni- 
azid and para-aminosalicylic acid have 
an anti-allergic action. Susnow (1954), 
and in Mexico, Guariglio and Adelardi, 
obtained excellent results with isoniazid. 
We have administered 5 mgs./weight of 
body of the hydrazid of isonicotinic 
acid during a period of three months 
with a four to five day interval to pre- 
vent side effects (jaundice in 5 percent 
of the cases). Doses should be reduced 
to a half with clinic and endoscopic 
improvement and administered during 
two or three months more. (Azulenes. ) 
Guay-azulen or cham-azulen have good 
effects in adults, with doses of 0.10 or 
0.15 gm./weight of body and per day 
by intramuscular route during 15 to 
30 days. Chlorpromazine is a de- 
rivative of pheno-thiazine. We have ob- 
tained excellent results with 50-75 mgs. 
parenterally per day. We recommend 
not to administer more than 500 mgs. 
in the complete series without a rest of 
a few days, to avoid side effects, like 
hepatitis. 

TREATMENT OF THE INFECTION. (Sul- 
fonamides.) We consider that their use is 
indicated to fight against gram-negative 
organisms and we have used them in 
the treatment of ulcerative colitis since 
1944. We have pointed out the relative 
action of azulfidine and succinylsulfa- 
thiazole. Lately, we have used sulfi- 
soxazole with good results and no side 
effects, which makes possible an intense 
and prolonged administration; doses of 
one gram every four hours intravenously 
during the initial stage, have been of 
value. When local lesions heal, the ad- 
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ministration of sulfonamides and anti- 
biotics is effective. 

It might be well to indicate that, ac- 
cording to our experience, chlorotetra- 
cycline and penicillin should not be ad- 
ministered simultaneously but alternate- 
ly. During the last years we have 
used tetracycline, bacitracin and neomy- 
cin, the latter as sulfate orally, melted 
with kaolin and pectin in doses of 30 to 
60 mgs. daily. In acute or subacute stages 
we use chlorampheticol succinate intra- 
venously in doses of half a gram daily 
every eight hours; we reduced doses to a 
half gram daily every twelve hours after 
forty-eight hours. When temperature has 
disappeared we went on with a half gram 
daily every twenty-four hours. Strepto- 
mycin has not been of value due to its 
side effects. However, it might be useful 
melted with emollient and astringent 
substances like colloidal aluminium hy- 
droxide, pectin and kaolin or with cof- 
fee coal and sulfathiazole and vitamin 
K. Malnutrition syndrome caused by 
the use of these drugs might be avoided 
with bactericides and polyvalent anti- 
colibacilli drugs or vitamin and _sul- 
fonamides of local action. 

Diet. It should be rich in proteins 
(150-200 grams daily), fats and calories 
(3.000 or 3.500) and low in carbohy- 
drates with sufficient amount of vitamins 
and miinerals. These alimentary princi- 
ples are in certain commercial products; 
Protid, dried rice, karaya agar, muci- 
lages, dietetic caseinates and sugars are 
necessary to fortify the diet—which is 
of paramount importance: 1) to detect 
a gastrohepato-biliary or pancreatic 
dysfunction and 2) to present meals 
agreeable to taste and senses, with the 
purpose of fighting against anorexia. 

COMPLEMENTARY TREATMENT. It 
might involve several substances of gen- 


eral activity and the treatment of con- 
comitant diseases and complications. 
Vitamins. Vitamin therapy must be 
considered as a supplement to the diet 
or as a substitute for the vitamin 
metabolism in the treatment of ulcera- 
tive colitis. Vitamin D, in large doses 
helps healing. Vitamins per os are not 
useful in diseases that provoke general 
metabolism changes, like ulcerative co- 
litis. Excellent results have been ob- 
tained with our following formula: 


Thiamine 100 mgs. 
Vitamin B,. 500 mcgs. 
Riboflavin aa 

Pantothenic acid 50 mgs. 
Pyridoxine 30 mgs. 


Distilled water 
(injections of 5 cc. intraven- 


ously per day.) 


This combination of vitamins has an 
anti-inflammatory, trophic and_anti- 
neuritic action and we recommend its 
administration for long periods of time. 

Hormones. Among the natural hor- 
mones, and according to our experience, 
estrogens, somatotrophin, gastrointesti- 
nal extracts, enterogastrone and desoxi- 
corticosterone have shown an effect in 
healing of ulcerative lesions; tiuracile 
and derivatives, placentary and other 
hormonal extracts, have not proven 
valuable. Natural estrogens in large 
doses of 1 to 5 mgs. three times a week, 
300 U. rate a week of somatotrophin, 
30 mgs. a week of desoxicorticosterone 
acetate, gastrointestinal extracts of pig 
with no albumin and enterogastrone 
have a healing action. 

Sales of gold. Rottger et al. have used 
sales of gold for the first time in the 
treatment of this disease (1951) with 
doses of 0.01 gr. twice a week, totaling 
1 gram per patient. One of ten cases 


484 THE AMERICAN JOURNAL OF PROCTOLOGY 





—— a. ll 








TABLE 2, SUBTOTAL COLECTOMY WITH SIMULTANEOUS ILEOSTOMY 


AUTHOR OPERATIONS 





Derive (1948) 

Miiller, Ripstein and Gardner (1949) 
Gabriel (1952) 

Crile (1953) 

Nickel (1955) 

Boem and Trumpi (1953) 


TOTAL 


*Two-time surgical technic. 


failed. We have used this substance in 
several patients with good results. 

Chlorchyne. The chlorchyne di-phos- 
phate is a well known anti-paludic drug, 
with a general and local anti-inflamma- 
tory and analgesic action in certain 
colagenic diseases. As in our opinion, 
ulcerative colitis may be considered as 
a colagenic disease, we have used this 
compound in its treatment, in doses of 
250 mgs. twice a day during the first 
months. We have reduced the doses to 
a half when clinical, radiologic and en- 
doscopic improvements were evident. 
We have observed a decrease in stools 
and blood, increase of weight and im- 
provement of the patient’s psychical 
state. 

Anti-recticular cytotoxic serum. We 
have used this serum during subacute 
and chronic stages of the disease with 
interesting results in healing, by intra- 
dermal or intramuscular way in fifteen 
injections, containing 0.05 grams of 
liophizide Bogomoletz serum powder 
dissolved in distilled water. 

Anti-lysozymes. These substances have 
been included in the treatment of ul- 
cerative colitis since Meyer’s works have 
demonstrated the increase of intestinal 
lysozyme in this disease. They are para- 
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POSTOPERATIVE 
DEATHS 





I 2 19% 
nm. 3 4.1% 
32* 2 6.2% 
35 _ 0 

24 —_ 4.1% 
76 1 0 
250 8 3% 


nitro-sulfathiazole (Major) and 500 
mgs. every 4 hours of hexadecil sode 
sulphate (Pruden). Our opinion is that 
these substances are of no great value 
in the treatment of this disease. 

Management of Concomitant 
Diseases and Complications Con- 
comitant gastritis, dysphagia, diseases 
of the liver and biliary tract, pancrea- 
titis or diabetes although of silent evo- 
lution, weaken the body resistance to 
ulcerative colitis. Concerning the com- 
plications, they should be treated not 
only those of severe prognosis (gan- 
grenous pyodermatitis, arthritis, septi- 
cemia) but also those of benign prog- 
nosis nevertheless influencing the re- 
sponse of the disease to the treatment 
(papillitis, fistulas, fissures, hemor- 
rhoids, rectal prolapse and abscesses, 
stenosis, etc. ) 

Local Medical Treatment MepicaL 
ILEosTomy (or drip by drip treatment). 
Our method of medical ileostomy is to 
administer through a nasal tube, 500 
grams of colloidal suspension of alu- 
minium hydroxide (1:3 water) to which 
have been added 100 gms. of pure bis- 
muth subgalate, 50 gms. of paregoric 
elixir, 2 gms. of sulfisoxazole and 20 mgs. 
of predisone or prednisolone, contained 
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in a continuous drip apparatus. The ve- 
locity rate is from 10 to 20 drips per 
minute. 

The apparatus must be disconnected 
half an hour before and after break- 
fast and two hours after lunch and 
dinner. This treatment “drip by drip” 
must be continuous during a fortnight, 
with month. The 
amount of solution given is 700 grams 
every twenty-four hours. The advan- 
tages of medical ileostomy are: 1) de- 
crease of the number of stools in forty- 
eight hours; 2) of colonic 
pain; 3) decrease of pus and blood 
and increasing of stools’ consistency; 
4) avoidance 


intervals of one 


decrease 


of gastro-colic reflux 


which increases diarrhea; 5) increase 
of appetite, and weight and improve- 
ment of the general state. 

EMOLLIENT MIcRO-CLYSTERS. With 
the purpose to avoid damage to the 
unprotected rectosigmoid mucosa, we 
use emollient micro-clysters with the 
following formula: 





Almond oil 200 grams 
Menthol 1 gr. 
Prednisone or hydro- 

cortisone solutions 25 mgs. 


Hydrazid of isonicotinic 
acid solution 100 mgs. 

This clyster with an emollient vehicle 
(almond oil), a local analgesic (men- 
thol), and two combined drugs of anti- 
inflammatory action (prednisone and 
isoniazid) twice or thrice a day and 
previously warmed, has proven valuable 
after 48 to 72 hours. 

Surgical Treatment In the General 
Hospital of U.S.A., of over 1265 cases 
of ulcerative colitis, 40 percent have 
been submitted to surgery. Not only in 
the presence of complications is surgical 
treatment required, but also when the 
improvement is not evident according 
to the evolution, response to medical 
treatment, etc. The different types of 
technic are simple ileostomy, pelvic 
neurotomy, pre-frontal lobotomy, vagec- 
tomy, transverse-colostomy and colec- 


TABLE 3. SURGICAL INDICATION IN ULCERATIVE COLITIS 


WITHOUT COMPLICATIONS: 


With acute and reiterated reactions or recurrences with short periods of health. 
Acute or severe states, resistant to intense or rational treatment. 


Serious extra-digestive complications. 


Chronic and rebel states to treatment after a period of six months. 


Rebel and chronic stages in patients with weakened general defense. 


WITH COMPLICATIONS: 


Serious or persistent hemorrhage. 


Colonic dystension (pre-perforation) or perforation. 


Intestinal occlusion. 


Polypoid hyperplasia (pre-malign degeneration). 


Fibrous stenosis. 
Multiple abscesses and fistulas. 
Septicemia. 


Endoarteritis, gangrenous 


Infectious metastasis. 
iritis. 
Pseudopolyposis. 


pyodermatitis, arthritis, 
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tomy which may be: a) partial or total 
with ileo-sigmoidostomy, b) total colec- 
tomy with ileostomy and rectum preser- 
vation; c) one time pan-proctocolectomy 
with ileostomy or ileoanastomy. The 
experience of specialized centers has 


pointed out the pan-proctocolectomy as 
the technic of choice in this disease. 
In over 250 operations the mortality 
rate in simple ileostomy was 20 percent. 
It is necessary to follow-up the patients 
to value the actual efficacy of technics. 


Summary 


In spite of the unknown pathogeny 
of the ulcerative colitis, the author 
points out twelve principles upon 
which rational treatment of this 
disease should be based: 1) Para- 
mount importance of psychical treat- 
ment; 2) Treatment of neurovegeta- 
tive dystonia; 3) Treatment of infec- 
tion with sulfonamides and antibi- 
otics, with alternative administration 
of several kinds of the latter; 4) 
Transfusions of total blood is the 
only therapeutic measure to restore 
the loss of blood; 5) Diet should be 
agreeable to taste; 6) Re-hydration 
must be co-related to the affected 
extra or intra-cellular sector; 7) Vita- 
min therapy should not be a supple- 
ment to the diet but of anti-inflam- 
matory and healing character. Vita- 
mins C and D, in large doses are in- 
dicated for this purpose; 8) Medi- 
cal ileostomy or “drip by drip treat- 
ment” of the author (1944) is ex- 
cellent to control ulcerative lesions. 
Oleous clysters with prednisolone or 
prednisone and isoniazid have proven 
valuable; 9) ACTH and cortisone 
should be indicated without fearing 


side effects; 10) Treatment of con- 
comitant diseases and complications 
is very important to a favorable evo- 
lution; 11) Surgical treatment de- 
12) Surgical 
treatment should not be an effect of 


pends on prognosis; 


fear of malignant degeneration. 

Based upon these principles, the 
author classifies medical treatment of 
ulcerative colitis in general and local 
measures. Among the general meas- 
ures, esteroids, anti-allergic (tuber- 
culostatics, azulens), sulfonamides, 
(sulfisoxazole, antibiotics like chloro- 
tetracycline and chloramphenicol suc- 
cinate), sales of gold, chlorchyne, 
estrogens, somatotrophin, — entero- 
gastrone and vitamins D2, C and B,,. 
are valuable; their efficacy depends 
on each patient, therapeutical com- 
bination and intensity and oppor- 
tunity of the management. 

Surgical treatment is required not 
only in the presence of complications 
but also in special stages with bad 
prognosis. Technic of choice is a 
partial colectomy and simultaneous 
ileostomy with a minimal mortality 
rate. 
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A pesar de ser desconocida la pato- 
genia de la colitis ulcerosa, el autor 
presenta doce principios sobre los que 
debe basarse el tratamiento racional 
de este padecimiento: 

1. Importancia fundamental del tra- 
tamiento fisico; 2. Tratamiento de 
la distonia neuro-vegetativa; 3. Tra- 
tamiento de la infeccién mediante 
sulfonamidas y antibidticos, admi- 
nistrando estos tltimos en forma 
alternada; 4. La transfusién de sangre 
total para reponer las pérdidas de 
sangre; 5. La dieta debe ser agra- 
dable al gusto; 6. La rehidratacién 
debe estar relacionada con el sector 
afectado, intra o extra celular; 7. La 


vitaminoterapia no deberd ser un 
complemento dietético sino de ca- 
racter anti-inflamatorio y cicatrizante; 
las vitaminas C y D, en grandes dosis 
se usan con este proposito; 8. La 
ileostomia médica (tratamiento por 
goteo) del autor, (1944) es excelente 
para controlar las lesiones ulcerosas. 
Las enemas oleosas con Prednisolona 
o Prednisona e Isoniazida han demos- 
trado su valor; 9. El ACTH y la Cor- 
tisona deberian ser indicados sin 
temer los efectos colaterales; 10. Para 
tener una evolucién favorable es fun- 
damental el tratamiento de padeci- 
mientos concomitantes; 11. El trata- 
miento quirtirgico depend del pro- 
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nostico; 12, El tratamiento quirtirgico 
no deberd ser propuesto por miedo a 
la degeneracién maligna. 

Basado en estos principios el autor 
divide el tratamiento médico de la 
colitis ulcerosa en general y local. 
Entre las medidas generales, esteroi- 
des, (tuberculostati- 
cos), sulfonamidas, antibidticos (Te- 
traclorociclina y Cloramfenicol), sales 
de oro, cloroquina, estrégenos, Soma- 
totrofina, enterogastrona y vitaminas 


antialérgicos 


D., C y By, son empleadas; su efi- 
cacia depende en cada caso de la 
combinacién terapéutica, intensidad 
y oportunidad del manejo. 

El tratamiento quirirgico es nece- 


sario no sélo en presencia de compli- 
caciones sino también en casos espe- 
ciales con mal pronostico. La técnica 
de eleccién que es la colectomia con 
ileostomia simultdnea tiene una cifra 


minima de mortalidad. 
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Mortality and 
Morbidity 





—= for malignant and 
benign lesions of the left colon has be- 
come safer for the patient during the 
past twenty years than at any time in 
the history of colon surgery. This has 
come about in the face of increasingly 
more radical surgical procedures in a 
larger number of elderly and poor-risk 
patients. 

These encouraging results should not 
make us placid; we should continue to 
be critical of present day mortality and 
morbidity rates and pay close attention 
to all factors which might prevent and 
correct the many serious complications 
which still occur in “sizable numbers. 

With these aforementioned thoughts 
in mind, we have considered the factors 
related to cause and prevention of post- 
operative mortality and morbidity in pa- 
tients undergoing definitive colon resec- 
tions for malignant and benign lesions 
of the left colon and rectum in an active 
surgical service of The Doctors Hospital, 
Washington, D. C. 

Preoperative Evaluation A well 
prepared patient before surgery can be 
expected to have a smooth operative and 
postoperative course with few _post- 
operative complications. 
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of Colon Surgery 


There are no short cuts to adequate 
All of the 


time and care spent in careful prepara- 


preoperative preparation. 


tion of the patient who is to be sub- 
jected to extensive surgery for a malig- 
nant growth of the colon or rectum is 
well rewarded by a decreased mortality, 
by fewer complications, and by a shorter 
and smoother course in the hospital. 
This all seems so obvious that it is 
frequently neglected or passed over 
lightly. One must remember that the 
patient is literally starved for a few days 
before surgery during the period of 
bowel cleansing and sterilization, and 
that the starvation will continue for at 
least five to seven days after the sur- 
gery, until the patient can function 
normally through the new anastomotic 
opening or the colostomy. The well pre- 
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pared patient should have enough re- 
serves built up to carry him through 
this period of starvation without serious 
drains on the tissue reserves. 

The general physical condition of the 
patient is evaluated with special atten- 
tion directed to the heart, kidneys, 
lungs, veins, and the nutritional status. 
Besides the routine physical examination 
and laboratory studies of the blood and 
urine, we recommend that the follow- 
ing studies also be done: total protein 
and albumin and globulin ratio, blood 
sugar, non protein nitrogen, and urine 
concentration. 

If significant weight loss is noted, a 
blood volume determination is indicated. 
A chest x-ray should be done routinely. 
All patients fifty or more years of age, 
or those who have had hypertensive 
cardiovascular diseases, cardiorespira- 
tory manifestations, or cardiac arrhyth- 
should have a_ cardiovascular 
evaluation with an electrocardiogram. 

Of particular importance is notation 
of any urinary difficulties, with special 


mias 


record of prostatic enlargement, because 
urinary problems are one of the most 
frequent complications following sur- 
gery of the Miles type. If prostatic hyper- 
trophy and obstruction are marked and 
troublesome before surgery, urological 
consultation should be had with the idea 
of a transurethral resection before de- 
finitive colon surgery. 

A past history of thrombophlebitis, 
thromboembolism, and evidence of se- 
vere varicosities, suggest that special ef- 
fort be directed to preventing thrombosis 
and thromboembolism, for this is one 
of the more frequent postsurgical com- 
plications of this type of surgery. 

The general nutritional status of the 
patient with cancer of the colon is gen- 
erally poor, and often associated with 
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this general nutritional deficiency is a 
depletion of tissue proteins and a deficit 
in circulating blood volume. 

Through the excellent work of Lyons, 
Clark, and others, we have been taught 
that “chronic shock” predisposes to poor 
reaction to surgical trauma, and a high 
incidence of postoperative complications, 
with delayed physiological recovery. 
Blood volume deficits should be cor- 
rected to as near physiological levels as 
possible before surgery. However, the 
dangers associated with overloading the 
elderly patient with a decreased blood 
volume and a low cardiac reserve should 
always be kept in mind. 

Review of the Hospital records 
showed that about one-third of the pa- 
tients had significant hypoproteinemia. 
Therefore, any general protein deficiency 
should be corrected as much as is plausi- 
ble, and in line with surgical urgency 
and judgment. It is indeed better to wait 
for adequate protein restoration than 
to rush ahead a surgical resection that 
is fraught with complications. 

The chances are that the patient with 
cancer of the colon who has a signifi- 
cant nutritional deficiency also has a 
lesion which is resectable, but not cur- 
able by surgery. The end results, there- 
fore, with paliative surgery will be bet- 
ter if we wait for adequate preparation 
of the patient, in order to reduce the 
number of complications that are more 
frequent in the nutritionally deficient. 
Judgment is most necessary in these 
problems. 

Along with general nutritional defi- 
ciency, one also notices serious vitamin 
deficiencies. These vitamin deficiencies 
are related to both inadequate intake and 
to a fundamental disturbance in vitamin 
metabolism. Vitamin K deficits are of 
special importance, for there is little 
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body reserve, and the period of bowel 
cleansing and sterilization destroys all 
of the vitamin K that is normally 
formed in the gastrointestinal tract. 

In those patients in whom liver me- 
tastasis or liver dysfunction is suspected, 
liver profile studies are advisable to help 
in the preoperative evaluation and as a 
guide to postoperative nutritional man- 
agement. As we all know, patients with 
liver dysfunction do poorly, tend to go 
into surgical shock readily, their wounds 
heal slowly, 
slowly, and their entire postsurgical 
course is full of danger and complica- 
tions. 


the anastomosis opens 


We cannot pass preoperative evalua- 
tion without brief mention of drug sensi- 
tivity and knowledge of preoperative 
drug medication. The popular use of 
adrenocortical hormones and ACTH for 
prolonged periods of time before major 
surgery predisposes the patient to acute 
adrenal insufficiency, which may first 
manifest itself during the surgical pro- 
cedure. 

Protection against this serious com- 
plication must be sought by adequate 
administration of cortisone before, dur- 
ing and after the operation until the 
period of danger is over. The Thorne 
test and a study of the urinary steroids 
may be warranted. 

Methods of Study In the present 
study, mortality and morbidity included 
all deaths and complications which oc- 
curred during the surgery or in the 
postoperative period of hospitalization. 
The records of 100 patients who had 
definitive resections of the sigmoid and 
50 patients with resections of the rec- 
tum were reviewed and analyzed. 

Mortality Mortality rate for the 
one hundred and fifty patients who had 
definitive surgery of the sigmoid or rec- 





tum was 4 percent. Bell, Swinton, and 

Hurxthal report a 5.6 percent mortality 

rate for cancer of the colon and rec- 

tum; Rankin found a 5.3 percent mor- 
tality; Coller and Ransom an 8.9 per- 

cent mortality rate; and Catell, a 6.5 

percent rate in one hundred and sixty- 

eight cases. 

The gradual decline in mortality rates 
reported in colon surgery by many in- 
vestigators is well demonstrated by the 
recent review of Postlethwait, Adamson, 
and Hart, who found an over-all mor- 
tality rate of approximately 18 percent 
for the 1931 to 1945 period, and a 4 
percent rate for the years between 1946 
and 1955. 

The causes of death were as follows: 
1. Myocardial infarction, uremia, and 

gangrene of the colostomy 

2. Peritonitis, peritoneal abscesses, sep- 
ticemia, phlebothrombosis, and pul- 
monary embolus. 

3. Myocardial infarction, surgical 
shock, intestinal obstruction, anasto- 
motic leakage and peritonitis 

4. Blood incompatability 


uw 


. Cardiorenal failure secondary to un- 
determined hemorrhage and shock 
6. Peritonitis from a retracted colostomy 
and peritoneal fecal contamination. 

It will be noted that when death en- 
sued, more than one complication usually 
had occurred. 

Morbidity Forty-six of the one hun- 
dred and fifty patients developed one 
or more of the non-fatal complications 
—a morbidity rate of 30 percent. 

There were seventy-five separate com- 
plications in the forty-six patients; thus, 
it was observed that many patients de- 
veloped more than one complication. 
The non-fatal complications recorded in 
the six patients who died were not in- 
cluded for analysis in this group. 
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Genitourinary Complications 
These were the most frequent of the 


non-fatal complications to occur after 
resection of the sigmoid and rectum. 
There were twenty-three various geni- 
tourinary problems recorded in seven- 
teen patients, or a patient incidence of 
11 percent. 

Nine patients developed urinary re- 
tention, or vesical dysfunction; nine de- 
veloped urinary tract infections, (some 
of these were also the patients who had 
vesical dysfunction); and four had 
pyelonephritis. 

Genitourinary complications were 
four times more frequent in the group 
who had combined abdomino-perineal 
resections of the rectum than in those 
who had resections of the sigmoid with 
end to end anastomosis. This difference 
is best explained by the difference in the 
two surgical procedures; the Miles type 
of resection involves much trauma to 
the bladder, injury to the parasympa- 
thetic nerves and removal of all of the 
posterior support to the bladder. 

Eight of the seventeen patients classi- 
fied in this group developed urinary re- 
tention which extended beyond the 
tenth postoperative day. Since a 
catheter is usually kept in the bladder 
for ten days in all patients who have 
a combined abdomino-perineal resection, 
the inability to void freely after this 
period was considered as evidence of 
urinary retention. 

In some instances the urinary reten- 
tion persisted well after the twenty-first 
postoperative day. 

It is our impression that elderly 
women with bladder descent and poor 
perineal floors have more trouble with 
urinary retention than do male patients, 
or young females. All elderly female 
patients should be carefully evaluated 
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for urinary retention and infection be- 
fore definitive colon surgery. 

We have adopted the plan of employ- 
ing constant bladder drainage by means 
of an indwelling No. 18 F Foley catheter 
for seven to ten days. Careful attention 
is placed in the care of the catheter and 
mild urinary antibiotics of the sulfa type 
are used to reduce infection to a mini- 
mum. The patient is checked for resi- 
dual after removal of the catheter. If 
more than 100 c.c. of residual is noted, 
the catheter is replaced until further re- 
ductions in residual capacity are re- 
corded. 


Vascular Complications Sixteen 
patients, or 10 percent, developed clini- 


cal signs of phlebothrombosis or throm- 
bophlebitis, and six patients, or 40 per- 
cent, of the sixteen developed pulmonary 
infarction. Five of the sixteen patients 
developed bilateral venous disease of the 
calves while the remaining eleven de- 
veloped unilateral involvement. 

In all instances the disease was located 
in the deep veins and not in the super- 
ficial veins of the lower extremities. 
Venous complications were noted after 
the ninth postoperative day; and one 
patient developed thrombophlebitis as 
late as thirty-eight days after the origi- 
nal surgery. 

It is of interest to note that vascular 
complications occurred in those patients 
who were more ill than average, in those 
who developed other surgical complica- 
tions, particularly wound infections, an- 
astomotic leaks, or intestinal obstruc- 
tion, and in those patients who required 
secondary surgery. There seems to be 
a definite relationship between phlebo- 
thrombosis and thrombophlebitis of the 
deep veins of the calf and a stormy 
postoperative convalescence with pro- 
longed bed immobilization. 
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The subject of preventing complica- 
tions in the calf veins requires careful 
attention given to the preoperative eval- 
uation of the patient with alertness for 
pre-existing venous disease or previous 
pulmonary infarction, along with the 
employment of all measures which pre- 
vent stasis of blood in the superficial 
venous system, 

Thrombosis of the pelvic veins fol- 
lowing extensive resections in the pelvis 
depends on gentleness of operative tech- 
nique, adequate hydration, and early 
ambulation. Another important cause of 
postoperative venous thrombosis is cir- 
culatory depression. Every measure to 
assure adequate blood pressure levels 
throughout the operation should be in- 
stituted. Blood transfusions should be 
given at the earliest signs of major blood 
loss, and all supportive measures should 
be used to keep the patient in the best 
possible condition throughout the oper- 
ation. Particular attention should be 
paid to adequate oxygenation, so that 
there will be no serious periods of an- 
oxemia. 

Another point worthy of emphasis is 
the hypotension seen with movement of 
the patients from the prone position to 
the lithotomy position for the perineal 
portion of the abdomino-perineal resec- 
tion, and the final movement of the pa- 
tients from the operating table to the 
stretcher. 

It has been our experience that many 
acute hypotensions are seen during the 
All 


changes in position should be carried 


latter movement of the patients. 


out with care, without haste, and with 
deliberation. Frequent blood pressure 
determinations should be carried out 
after passive movement of anesthetized 
patients. 


One of the major advances in pre- 


venting acute postoperative periods of 
hypotension is the recovery room with 
its active staff of assistants who keep a 
close and careful watch over all patients 
until they have recovered sufficiently 
from the anesthesia to take over their 
major physiological functions on their 
own. 

It is estimated that 1 percent of all 
surgical patients develop postoperative 
venous thrombosis and that 2 percent 
have fatal pulmonary embolism. 

The author is a strong enthusiast for 
the routine use of elastic bandages on 
the lower extremities, which are applied 
before surgery and kept on for the en- 
tire period of hospitalization, being re- 
wrapped daily, for the prevention of 
phlebothrombosis and thrombophlebitis 
of the deep veins of the calf. In over 
3000 major abdominal operations, in 
which this plan has been followed, that 
is, lower leg compression with elastic 
bandages, less than one-fourth of 1 per- 
cent have developed pulmonary infarc- 
tion, and there have been no serious 
cases of massive pulmonary infarction. 

The method and program of leg wrap- 
ping is as follows: 

Before the patient is anesthetized, the 
lower limbs are elevated well above heart 
level for three to five minutes. With the 
legs in this position, a three or four inch 
ace bandage is applied from the base 
of the toes to the tibial tubercle of each 
leg. 

This method of wrapping is repeated 
each morning after the general care of 
the patient. The legs, particularly the 
calves, are examined each day for early 
signs of phlebothrombosis. 

These bandages are finally removed 
on the day of discharge. In obese indi- 
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viduals or those with poor muscular 
tone, and in those who have had a longer 
than usual hospital stay, the bandages 
are worn home and kept on with daily 
reapplications for two to three weeks 
after discharge of the patient from the 
hospital. 

Pulmonary Complications Post- 
operative pulmonary pathology is the 
third most frequent non-fatal complica- 


tion. Twelve patients, or 8 


percent of 
the group studied, had pulmonary com- 
plications. Six patients (4 percent) had 
single or multiple pulmonary infarctions, 
three patients significant atelectasis, two 
pneumonia, and one was reported to 
have pleurisy, which probably was an 
infarct. 

Of those patients who developed pul- 
monary infarction, an associated phle- 
bothrombosis or thrombophlebitis was 
noted in each instance, thus showing the 
causal relationship between 
thrombosis and pulmonary infarction. 

It must be noted that not all patients 
who developed thrombosis of the leg 
veins developed pulmonary infarction, 
for sixteen patients had clinical evidence 
of thrombosis and only six of these had 
pulmonary infarction. Fortunately there 


venous 


were no fatal massive pulmonary in- 
farctions in this entire series. 

If pulmonary infarction occurs, the 
patient should receive anticoagulant 
therapy. Heparin is used initially and 
followed by dicumarol, when all wounds 
are apparently healed, or the dangers 
of postoperative bleeding is decreased. 
If anticoagulant therapy has been in- 
stituted, it is continued until well after 
the patient is ambulatory, or for at least 
twenty-one days after restitution. 

Atelectasis and pneumonia can be de- 
creased by attention to those measures 
which prevent stasis of bronchial secre- 
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tions and formation of bronchiole plugs. 
Early and vigorous coughing must be 
achieved, early use of paper bag breath- 
ing, and frequent turning of the patient 
in bed; if these measures fail to keep 
the bronchial tree clear, suction of the 
nasopharynx or trachea with a catheter 
every two or three hours should be re- 
sorted to. 

Early ambulation is important and 
particularly important to the elderly pa- 
tient. The highest incidence of pulmon- 
ary complications were seen in those 
patients who were restricted to the bed 
because of other complications, such as 
ileus, intestinal delayed 
opening of the anastomosis, wound in- 


obstruction, 


fection, and etc. 

Intestinal Obstruction Eleven pa- 
tients, or 7 percent, developed intestinal 
obstruction after the seventh postopera- 
tive day: three of these patients were 
among the one hundred who had re- 
sections of the sigmoid, and eight were 
among the fifty to undergo combined 
abdomino-perineal resections. 

These figures indicate a higher inci- 
dence of obstruction after deep trau- 
matic pelvic surgery (a 16 percent in- 
cidence), than when surgery of similar 
magnitude is done in the center of the 
abdomen, as in resections of the sig- 
moid. Postoperative obstructions after 
the Miles type of resection is frequently 
due to herniation of the small bowel into 
the reperitonealized pelvic floor or ad- 
herence of the terminal ileum to the line 
of peritonealization. It generally follows 
a tearing out of one of the sutures or a 
defect in the line of peritonealization. 

Obstructions of the small bowel after 
major colon surgery are insidious proc- 
esses which manifest themselves slowly 
and which are difficult to diagnose. 
When oral feeding is resumed after a 
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period of parenteral alimentation, the 
diagnosis of obstruction becomes more 
obvious. Peristaltic sounds are present, 
but are diminished in quality and are 
of a hollow tone. As the abdomen de- 
velops increasing distension, and the 
colostomy fails to function adequately 
or discharges a watery fluid by the 
seventh or tenth postoperative days, 
vomiting of oral fluids frequently 
occurs. 

X-ray studies are diagnostic at this 
time and will show dilated small bowel 
with some fluid level. If the site of an- 
astomosis is suspected as the point of 
obstruction, the large bowel will be di- 
lated down to the point of obstruction 
provided that the ileocecal valve is com- 
petent. 

Prolonged intubation with long tube 
suction and adequate parenteral therapy, 
especially with potassium may relieve 
some of the cases of intestinal obstruc- 
tion, as was found in this series. How- 
ever, the greater majority of these pa- 
tients come to further surgery. Seven 
of the eleven patients with small bowel 
obstruction had secondary operations. 
The findings at surgery in these seven 
patients were as follows: 


(1) obstruction of the jejunum at 
the lateral side of the colostomy, 

(2) obstruction of the ileum to a 
posterior point in a patient who had a 
radical abdomino- perineal resection 
without reperitonealization of the pelvic 
floor, 

(3) loop of ileum had herniated 
through a defect in the pelvic peritoneal 
floor, 

(4) two loops of small bowel were 
adherent to the colostomy and eviscer- 
ated around the colostomy, 

(5) obstruction of the jejunum due 
to adherence to the incision with eviscer- 


ation of the small bowel on the ninth 
postoperative day, 

(6) intussusception of the jejunum 
into the ileum, and 

(7) obstruction of the anastomosis 
from leakage and abscess formation, 
which was relieved by cecostomy. 

In operations for small bowel ob- 
struction when there is much distension 
of the proximal loop, decompression by 
a passing of a suction tube through a 
jejunostomy down the lumen of the ob- 
structed bowel to the point of obstruc- 
tion is most helpful. 

After the decompression the jejunal 
opening is closed by means of a purse 
string suture. When this is done, it is 
important to replace the fluid lost with 
particular consideration being given to 
the high sodium and potassium losses, 
because the fluid present in obstructed 
small bowel has a high content of these 
two electrolytes. 

It is indeed obvious from our find- 
ings that the more radical the surgery, 
the greater is the incidence of intestinal 
obstruction and evisceration. Intestinal 
obstruction is certainly more frequent 
when the peritoneal floor is left open 
and raw. 

We feel that since the majority of pa- 
tients with small bowel obstruction come 
to surgery that little is gained by pro- 
crastinating with large tube section after 
seven days of mechanical obstruction 
and early re-exploration is advisable. It 
is far better to explore early than to 
wait until the patient is depleted and 
has developed serious derangements in 
fluid and electrolytes. Fluid and elec- 
trolyte imbalances are frequently associ- 
ated with small bowel obstructions and 
are often the cause of fatal outcomes. 

Evisceration There were three evis- 
cerations in this entire series; two oc- 
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curred in patients who also had small 
bowel obstruction, and the third evis- 
ceration occurred around an exteriorized 
loop colostomy. 

Wound Infection and Abscess 
Wound infections were much more com- 
mon before the era of antibiotics, but 
despite the careful use of antibiotics to 
sterilize the colon, wound infections oc- 
cur more frequently after colon surgery 
than operations on other parts of the 
abdomen. Eight of the one hundred and 
fifty patients developed significant 
enough wound infections to require lo- 
cal drainage and four developed pre- 
sacral abscesses around the soft rubber 
drain inserted into the presacral space 
at the time of the original operation to 
take care of any leakage or infection 
which might develop about the area of 
anastomosis. Two of the four patients 
with presacral abscesses were subjected 
to transverse colostomies to relieve the 
swelling. 

Postoperative Hemorrhage One. 
78-year-of-age female, who had an an- 
terior resection of the sigmoid for di- 
verticulitis had considerable intralumi- 
nary bleeding which was first noted on 
the day of surgery, and which continued 
for one week. She was given ten pints 


of blood. This patient also developed 
large bowel obstruction and a colostomy 
was done on the tenth postoperative day. 

Diarrhea One patient developed se- 
vere diarrhea from prolonged use of 
broad spectrum antibiotics. The bac- 
terial imbalance was difficult to control 
and only after one week of intensive 
therapy with many different medications 
was the diarrhea abated. 

Colostomy Complications Two 
patients of the fifty who had combined 
abdomino-perineal resections developed 
significant complications of the colos- 
tomy. One patient died from retraction 
of the colostomy and intraperitoneal fe- 
cal soiling. This colostomy restracted 
because there was inadequate blood sup- 
ply to the descending loop of colon af- 
ter high ligation of the inferior mesen- 
teric artery. 

The other patient developed a fistula 
around the base of the colostomy at the 
junction of the fascia with the bowel. 
The loop of bowel had not been sutured 
to the peritoneum or the fascia, as is 
sometimes done to prevent retraction. 
It is our opinion that a good colostomy 
may be turned into a bad colostomy by 
suturing the bowel to the abdominal 
wall. 


Conclusion 


Despite the many advances of 
surgery, the availability of antibiotics, 
and the other adjuvants, there still is 
a 4 to 6 per cent mortality rate and a 
30 per cent morbidity rate after this 
type of surgery. 

There were actually 75 different 
complications in 46 patients of the 
150 studied. Genitourinary, venous 
thrombosis and pulmonary infarction 
are the three most frequent types of 
complications. 
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The records of the past 20 years 
have shown a gradual decrease in 
morbidity and mortality rates in 
colon surgery, and surgery of the 
colon is safer today than ever before. 
However, it is hoped that the next 
20 years will show a similar reduc- 
tion in death rates and number of 
complications seen with colon sur- 
gery. 

This can be achieved by careful 
attention being given to all details 
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concerned with better preoperative 
preparation and by careful attention 
to meticulous surgical techniques, and 


by constant and careful clinical post- 
operative care and management. 


900 17th Street N.W. 


Conclusione 


A pesar de los numerosos adelantos 
de la cirugia, la existencia de los anti- 
bidticos, y los otros auxiliares, la cifra 
de mortalidad en este tipo de cirugia 
es todavia del 4 al 6 por ciento y la 
cifra de morbilidad es de 30 por 
ciento. 

En 150 enfermos estudiados se en- 
contraron 46 enfermos con 75 com- 
plicaciones diferentes. Los tres tipos 
mas frecuentes de 
son: 


com plicaciones 
Genitourinarias, trombosis ve- 
nosas e infarto pulmonar. 

Los informes de los ultimos 20 anos 
demuestran un descenso gradual en 
las cifras de morbilidad y de mor- 


talidad en la cirugia de colon, y la 
cirugia de colon es mas segura en Ja 
actualidad que nunca antes. Sin em- 
bargo, se espera que en los proximos 
20 anos se presente una reduccién 
similar en las cifras de mortalidad y 
en el nimero de complicaciones que 
se ven en la cirugia de colon. 

Esto puede obtenerse mediante una 
atencion cuidadosa a todos los de- 
talles relacionados con una mejor 
preparacién predperatoria y medi- 
ante el empleo de tecnicas quirurgi- 
cas meticulosas, asi como por el 
manejo constante y cuidadoso de la 
atenci6n post-operatoria. 





Clini-Clipping 

















Multiple polyposis in the transverse splenic flexure and descending colon, Specimen is sus- 
pended to show size and length of polyps. (after Bacon) 
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A New 
Surgical 
Dressing 


ALFRED J. CANTOR, M.D. 
Flushing, New York 


Tre dressing usually em- 
ployed (in hospital practice) after ano- 
rectal surgery is a T Binder. The T Bin- 
der is an awkward dressing at best, for 
either the hospitalized or the ambulatory 
patient, Thus, the author has introduced 
the ordinary sanitary napkin and belt 
into general use for the ambulatory pa- 
tient. 

The present investigation on the Dex- 
ter Rectal Bandage indicates functional 
and psychological factors of superiority 
relative to both the T Binder and the 
sanitary napkin and belt. 

Materials The Dexter Rectal Band- 
age is illustrated in the accompanying 
figure. The design of this bandage 
proved to be very functional after a 
test upon 200 consecutive anorectal sur- 
gical cases, including hemorrhoidectomy 
(120), fistulectomy (32), anal fissure 
(2), prolapse (6), and pilonidal cyst 
(12). The dressing fits comfortably in 
all positions, by contrast with the con- 
ventional T Bandage. The same dress- 
ing offers a snug fit for either male or 
female patient. A minor modification 
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was required for the pilonidal cyst pa- 
tient inasmuch as the pad tended to 
fall into the wound when the cyst was 
very large. The modification was simply 


a specially designed larger pad, wrapped 
in gauze, to replace the usual sanitary 
napkin, 

Comment With rare exception, the 
dressing has proven to be very suc- 
cessful. The rare exception involved a 
physical abnormality of the patient, most 
Some patients 
found the Dexter bandage dressing com- 


often extreme obesity. 


plicated by comparison with the simple 
sanitary belt and pad. However, the 
majority of the patients felt that the 
specialized nature of the dressing was 
more appropriate for their own condi- 
tion, and therefore did not object to the 
increased complexity. 

The easy adjustability is a favorable 
factor. Further, the special nature of 
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the bandage makes it more acceptable 
to the male patient, who does not like 
to think of himself as wearing a sani- 
tary napkin and belt. 

It is recommended that the patient 
should purchase two bandages, so that 
he may interchange for “laundering” 
when one is soiled. 


Conclusion 


Generally speaking, therefore, the 
new rectal bandage is very successful, 
easily adapted by most patients, more 





suitable for the male patient than the 
sanitary napkin and belt, and useful 


in both sexes. 


Conclusione 


Generalmente hablando, por eso, 
la faja nueva para el recto ha salido 
muy bien, adaptada facilmente por 
la mayor parte de los enfermos, mas 
conveniente para el enfermo mascu- 
lino que la almohadilla higiénica y 


cinto, y util para ambos sexos. 


FELLOWSHIP KEY 
A Fellowship Key of 10K Gold, 


as illustrated, is now available 
to Fellows of the International 
Academy of Proctology. 
Applications for the Fellowship 
Key should be made to the office 
of the Secretary, 147-41 Sanford 
Avenue, Flushing 55, N. Y. 


A check in the amount of $15.00 
should accompany the order for 


the key. 
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L. view of the plethora of 
“How to” books in every field (“How 
to sleep,” “How to think,” and the al- 
most daily flood of unsolicited advice 
on “How to get rich”) it would seem 
not out of place to offer a few random 
thoughts on the much more important 
subject of “How to move the bowels”. 

It has been said that the child’s in- 
terest is in play, the youth seeks adven- 
ture and love, the middle-aged strain 
for position and money, but the old 
desire only a good bowel movement. 
With age cometh wisdom! 

It is not my purpose to recapitulate 
the physiology of the emunctories nor 
the treatment of constipation, both of 
which subjects have been thoroughly 
covered in many scientific papers and 
textbooks, but rather to analyze some 
of the factors which make for success 
in those final crucial moments in the 
“retiring-room”, as it was quaintly and 
delicately referred to in nineteenth cen- 
tury literature. (Present day “nice 
Nellie-ism” refers to this important 
room as the “wash-room” or “bath- 
room,” pointedly ignoring the most es- 
sential piece of furniture in it.) 

Assuming that the patient has been 
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EDITORIALS 


The Art of Moving The Bowels 


thoroughly indoctrinated with the im- 
portance of regularity, or, as the phrase 
goes, “habit time”, has had dietary re- 
gime, fluids, instillations, 
stool softeners, wetting agents, rough- 
age, “smoothage”, massage, exercises 
and psychosomatic management; what 
else can he do, short of laxatives or 
the reluctant 


lubricants, 


enemas, 
dejecta? 

For example, to read or not to read 
in the privacy of the privy? To com- 
bine a lower bodily function with higher 
intellectual efforts—can this induce bet- 
ter evacuation? 

Turning lavatory into library is, in 
my opinion, not approved procedure, 
with the exception of the case in which 
the habit is already long established. 
In such cases, reading acts as a stimu- 
lus and the B. M. as a conditioned re- 
flex; or in cases of excessive tenseness 
where distraction of the mind from its 
preoccupations may produce some re- 
laxation of the spastic colon and thus 
help an occasional case of spastic 
constipation. 

But where the habit of reading has 
not been formed or fixed it would be 
better not to develop it, since the mind 


to encourage 
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at this time should be concentrated 
solely on the business in hand. By con- 
centration, one can take advantage of 
slight, otherwise unnoticed, peristaltic 
waves. By noting these slight tenesmic 
twinges, and increasing the voluntary 
expulsive effort at the right moment, 
depressing the diaphragm with a deep 
breath and tensing the abdominal mus- 
cles, a movement may be achieved. A 
mind interested in thoughts on a higher 
plane may miss these peristaltic oppor- 
tunities. In the toilet one’s mind must 
be alert and watchful of one thing only. 

The expulsion of gas can be utilized 
similarly to good effect by suddenly in- 
creasing the voluntary effort and super- 
imposing it on the smooth flow of flatus 
which will thus help to carry the fecal 
mass to the outside world. 

Kneeding or massage of the abdomen 


by the hand may sometimes initiate 
peristalsis. Pressure by hand on _ the 
left lower quadrant, over the sigmoid, 
may be helpful. Pressure of the coccyx 
against the back of the toilet seat may 
help to mould a hard, globular fecal 
bolus into a thinner, rod-like form that 
can more readily pass the anal canal 
and sphincters. Some patients have re- 
ported successfully performing _ this 
maneuver by hand, similar to the Credé 
method of expelling the placenta. 

It seems somehow unfair that, hav- 
ing been condemned to earn his bread 
by the sweat of his brow, man must 
divest himself of the residual products 
of his hard earned food likewise with 
labor and a damp forehead. 


WILLIAM LicBeRMAN, M.D. 
198 Linden Blvd., Brooklyn, New York 
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Newer Medicinals 


Anusol-HC, Warner-Chilcott Laboratories, 
Morris Plains, New Jersey, Hemorrhoidal 
suppository having same formula as regular 
Anusol plus 10 mg. hydrocortisone acetate. 
Indicated for the relief and treatment of 
acute and chronic proctitis, hemorroids and 
pruritus of the anus especially when accom- 
panied by severe inflammation. Dose: One 
in morning and | at bedtime for three to six 
wr or as directed by physician. Sup: Boxes 
of 12. 


Celginace, Mead Johnson & Co., Evansville, 
Indiana, Tablets or granules containing cal- 
cium and sodium alginates and dioctyl 
sodium sulfosuccinate. Indicated for con- 
stipation involving inadequacy of bulk; also 
when substances causing hard stools are 
ingested; when straining at stool is danger- 
ous; when defecation is painful. Dose: One 
tablet or one measure (heaping teaspoon) 





for protection 
and relief 
in pruritus ani 


AMMENS. 


medicated 


POWDER 


heals + cools - saothes 


Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. 
19 West 50 Street, New York 20, iN; %. 
Distributor for CHARLES AMMEN CO. « Alexandria, La. 
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of granules, | to 3 times daily, with water 
or juice (lower dose for children according 
to age and weight). Sup: Bottles of 30 and 
60 tablets, cans of 147 and 294 Gm. granules. 


Cort-Quin, Dome Chemicals Inc., New York, 
N. Y. Creme contains micronized hydrocor- 
tisone (free alcohol) 2% or 1% and di- 
iodohydroxyquinoline 1%, in ACID MANTLE 
base. Indicated for treatment of a wide 
variety of subacute and chronic dermatoses 
complicated or threatened with invasion by 
bacteria fungi and protozoa, Use: Apply 
lightly to affected area once or twice daily. 
Sup: With either 4% or 1% hydrocortisone 
in /y oz. and loz. tubes. 


Neobiotic, Pfizer Laboratories, Division of Chas, 
Pfizer & Co., Inc., Brooklyn, New York, Tab- 
lets, each containing 500 mg. neomycin 
sulfate. Indicated for suppression of the 
usual bacterial inhabitants of the colon as 
a prophylactic measure in surgery of the 
large bowel and anus. Dose: suggested dose 
is | Gm. (2 tablets) every 4 hours for 24 to 
72 hours prior to surgery. Sup: Bottles of 
20 and 100 tablets. 


Neothalidine, Merck Sharp & Dohme, Division 
of Merck & Co., Inc., Philadelphia, Pennsyl- 
vania, Suspension composed of sulfathalidine 
and neomycin, Indicated for bowel steriliza- 
tion in the preoperative preparation of the 
bowel of patients about to undergo intra- 
abdominal and anorectal surgery. Dose: For 
adults, 15 ec, (1 tablespoonful) every four 
to six hours. This provides complete prep- 
aration of the patient on a 24-hour basis, 
and the bowel becomes virtually sterilized 
in 18-20 hours, Sup: Granules in 120-cc. dis- 
pensing bottles, to be reconstituted with 
90 cc. water at time of dispensing. Each 
bottle contains 12.0 Gm. Sulfathalidine and 
8.0 Gm. neomycin sulfate. 


Protef, The Upjohn Company, Kalamazoo, 
Michigan. Suppositories, each containing 15 
mg. neomycin sulfate and 15 mg. Cortef 
(hydrocortisone) acetate, Indicated for anal 
fissure, postoperative edema, radiation proc- 
titis, cryptitis, papillitis, nonspecific local- 
ized proctitis, anusitis, mechanical trauma, 
irritation, postoperative treatment of fistul- 
ectomy, hemorrhoidectomy, Use: As directed 
by physician. Sup: Packages of 12. 
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Steroid therapy 


no longer 
expensive! 

for the itching, 

inflamed skin 


_ anys qualities of pantothenyle! sromptiy alleviate itching pain, swelling 
and inflammation, and accelerate healing in... 


atopic dermatitis (infantile eczemas, 
allergic eczemas, disseminated _ 
e odermatitis lichen chronicus simplex, 








BOOK REVIEWS FOR PROCTOLOGISTS 


PATHOPHYSIOLOGY IN SURGERY by James 
D. Hardy, M.D., M.S. (Chem.), F.A.C.S. 
Professor and Chairman, Department of Sur- 
gery, and Director of Surgical Research, 
University of Mississippi Medical Center; Sur- 
geon-in-Chief, Hospital of the University of 
Mississippi; Chief Surgical Consultant, Jack- 
son Veterans Hospital and Mississippi Tuber- 
culosis Sanatorium. Published in Baltimore, 
1958 by the Williams & Wilkins Company. 
Price $15.00. 


As the author points out, the hard core of 
the volume consists of the subject of everyday 
physiology of surgical practice. This is mate- 
rial that should be familiar to every general 
and specialty surgeon. 

In addition to this subject matter, additional 
collateral material on the newer developments 
of chemistry, internal medicine, anatomy, mi- 
crobiology, physics, pathology and physiology 
are included. 

The author has realized, as we all have, that 
surgical physiology, surgical pathology, and 
surgical anatomy, cannot be separated from 
the medical aspects of these same subjects. 


There is a unity throughout all of medicine 
that has become particularly evident with the 
development of psychosomatic medicine. 

The book is very complete, very well written, 
well illustrated, and deserves a place in every 
medical library, and of the library of every 
surgeon. 


RADIOACTIVE ISOTOPES IN CLINICAL 
PRACTICE by Edith H. Quimby, Sc.D., Pro- 
fessor of Radiology (Physics), College of 
Physicians and Surgeons, Columbia University, 
New York; Sergei Feitelberg, M.D., Director, 
Physics Department, The Mount Sinai Hos- 
pital; Associate Clinical Professor of Radiol- 
ogy, College of Physicians and Surgeons, Co- 
lumbia University, New York; Solomon Silver, 
M.D., Attending Physician; Chief, Thyroid 
Clinic, The Mount Sinai Hospital; Associate 
Clinical Professor of Medicine, College of 
Physicians and Surgeons, Columbia University, 
New York, Ninety-Seven illustrations, Pub- 
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4 DEXTER RECTAL BANDAGE 
RECTAL DRESSING SUPPORTER 





ADVANTAGES TO SURGEON 


Rectal bandage pad need only be pulled 
aside as elastic stretches—for simple, 
quick examination and change of medi- 
cation. 

For pilonoidal cyst, simply use larger size 
interchangeable pad. 

Adjustable rectal pad may be moved both 
‘up and down to fit adjacent to precise 
position required. 


Provides new, modern, easy, comfortable 
way to keep rectal medication in place. 


FAR SUPERIOR TO OLD-FASHIONED T-BANDAGE 


No bulging knots—form-fitting 
fits snugly in all body positions. 


ADVANTAGES TO PATIENT 


Always stays in position. Hugs body con- 
tours in a lying, sitting, walking or 
bending position. Completely bypasses 
male and female sex organs. 

Pad acts as cushion to relieve pain in sur- 
gical area. 

Easy-to-remove absorbent disposable pad 
eliminates embarrassing seepage and 
staining of medication. 


Rectal backing pad and abdominal facing pad made of soft, durable orlon—retains 
shape—washable—quick-drying. Adjustable waistband and leg straps made of quality 
elastic...holds rectal dressing and medication snugly in place. One adjustable size 
fits all waistbands up to 50”. Made only by Dexter Laboratories—all patent rights 
reserved. Available to surgeons for hospital operative cases. 


Address communications to DEXTER LABORATORIES, 26 Broadway, New York 4, N.Y. 
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“Power assists” for easier 
positioning of patients. 
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KNEEREST 
ADJUSTED 
with a turn 

of your wrist 





ELEVATION 
at the touch 
of your toe 








TRENDELENBURG 
at the touch 
of your toe 





The RITTER SPECIALIST’S TABLE 7-F-41 


This table meets the exacting requirements of the Proctologist for proper 
patient positioning ... makes examination and treatment easier, faster, more 
efficient. Power and mechanical assists reduce fatigue—save energy—assure 
the most comfortable and efficient working level. 


WHITH THIS RITTER TABLE YOU’LL TREAT MORE PATIENTS 
MORE THOROUGHLY WITH LESS EFFORT IN LESS TIME! 


+ 
RITTER COMPANY, INC. ! 
Medical-Hospital Division Dept. 3148 ; 
Rochester 3, New York \ 
Gentlemen: Please send me, without obligation, H 
your latest 4-page brochure describing the | 
RITTER SPECIALIST’S TABLE, TYPE 7-F-41. } 
1 
1 
| 
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I 
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for protection 

_ and relief 

in pruritus ani 
AMMENS. 


medicated 


POWDER 


heals + cools +» soothes 





Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. 


19 West 50 Street, New York 20, N. Y. 
Distributor for CHARLES AMMEN CO. « Alexandria, La. 





‘’* YOUNG’S 
\ RECTAL 
DILATORS 





FOR SPASTIC CONSTIPATION 


¢ Anal Stricture « Achalasia « Prolapse 
¢ Post-hemorrhoidectomy * Post-fistul- 
ectomy 

Gently stretch tight, spastic, or hyper- 
trophic sphincters. Help train defecation 
reflex, reduce tonus, induce mild peristal- 
sis. In graduated sizes for progressive 
therapy. 

Infants: In flexible rubber. Children and Adults: 
In bakelite. 

Send for Literature 


F. E, YOUNG AND COMPANY 


8057 Stony Island Ave. Chicago 17, Ill. 
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lished by Lea & Febiger, Philadelphia, 1958. 
Price $10.00. 


This excellent volume is the result of lec- 
tures and conferences during the course of the 
teaching program on the clinical uses of radio- 
active isotopes presented by the authors to 

| physicians and physicists over a period of 
eight years. 

The work is highly authoritative, and has 
much to offer to the reader. 

The first section, on basic physics, by Edith 
H. Quimby, is especially well developed and 
presented. 

The second section on instrumentation and 
laboratory methods, by Sergei Feitelberg, is 
equally well handled, and is very readable. 

The final section on Clinical applications, by 
Solomon Silver, will be of particular interest 
to the practicing physician in all fields. This 
final section considers the therapy of thyroid 
gland, cardiac diseases in euthyroid patients, 
polycythemia, leukemias, and the malignant 
lymphomas, and other uses of the radioactive 
isotopes. 


DIFFICULT DIAGNOSIS—A GUIDE TO THE 
INTERPRETATION OF OBSCURE ILLNESS 
by H. J, Roberts, M.D., Diplomate of the 
American Board of Internal Medicine; Fellow 
of the American College of Chest Physicians; 
Associate of the American College of Physi- 
cians; Staff, Good Samaritan Hospital and 
St. Mary's Hospital, West Palm Beach, 
Florida; Formerly, Research Fellow and In- 
structor in Medicine, Tufts University Medical 
School; Formerly, Research Fellow and In- 
structor in Medicine, Georgetown Medical 
School. Published by W. B. Saunders Co.., 
Philadelphia, 1959. Also London. Price $19.00. 


As the subtitle indicates, this text provides 
“a guide to the interpretation of obscure ill- 
ness”. It has been developed by the author as 
a supplement to other similar volumes, and 
claims a unique position only insofar as it has 
been prepared by a single practicing internist. 
The book is well written, and very readable. 
The text might well serve for post-graduate 
teaching, and certainly offers interesting read- 
ing. 

The author’s technique referring to sys- 
tematized lists of related conditions that are 
most apt to produce obscure illness, is very 
good. 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN.... 





4 j @ Combines the anti- 
inflammatory effect 

C 0 RT S R NV of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 








OINTMENT: Tubes of % oz. and ¥% oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Otic Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive 4 ) ® 
bactericidal action 

effective against virtually N FOS PO Rs \ 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 





OINTMENT: Tubes of 4 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

NEW ; Lotion: Plastic squeeze bottles of 20 cc. 
Powper: Shaker-top bottles of 10 Gm. 


Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 





OINTMENT: Tubes of 1% 02z., 1 oz. and % oz. (ophthalmic tip). 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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There is also a section on problems related 
to obscure post-operative complications from 
the point of view of the medical consultant. 

The author’s orientation in the development 
of his text is a very good one, and most use- 
ful. The book concludes with an index of 
signs, symptoms, and laboratory manifestations 
and then with a general index. Both are very 
useful in using the text. 

The bibliographies and references are very 


| complete. The illustrations are excellent, and 
| a number are in color. 


This book may be recommended for teach- 


| ing, and as a reference source in every library. 


19 West 50 Street, New York 20, N. Y. | 


Distributor for CHARLES AMMEN CO. « Alexandria, 4a, 





get a FREE sample 
New MARCO Expenda-Glove 


the ultimate in examining glove convenience! 


Here’s new convenieuce in one-use gloves. 
Just pull the paper from the roll — get a fresh, 
strong, sensitive plastic glove with five 
fingers. Each MARCO Expenda-Glove is pré- 
powdered with Bio-Sorb, ready for instant use. 
Roll of a gross of gloves fits any standard paper 
towel dispenser. MARCO Expenda-Gloves are 
purified by ultra-violet irradiation. Available 
‘n small, medium or large sizes. 





For free sample, write to 
THE MASSILLON RUBBER COMPANY 
Massillon, Ohio 
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MEDICAL TERMINOLOGY SIMPLIFIED by 
Louis L. Perkel, B.S., M.D., F.A.C.P., Diplo- 
mate, American Board of Internal Medicine 
and Sub-specialty, Gastroenterology, Profes- 
sor of Gastroenterology, Seton Hall College 
of Medicine, Jersey City, New Jersey, Direc- 
tor, Department of Gastroenterology and the 
Intern and Resident Training Program, Jersey 
City Medical Center; Foreword by Charles 
L. Brown, M.D., F.A.C.P., Dean, Seton Hall 
College of Medicine, Jersey City, New Jersey. 
Charles C. Thomas, Publisher, Springfield, 
Illinois, 1958. 103 pages. Price $3.85. 


As the author correctly points out in his 


| preface, it is essential that all medical, nursing, 


dental students, medical secretaries, librarians, 
and all other affiliated with the medical 
sciences, be familiar with the medical terms 
At best, it is very difficult 
to communicate with any other person. It is 
impossible if we do not have an adequate 
control of language. 

Medical terms are the major elements of 
the language of the medical profession and its 
allied fields. The properly educated profes- 
sional person uses language correctly, com- 
municates with his patient properly and as 
completely as is possible, and establishes a 
proper patient-physician rapport. 

This is impossible, except at the emotional 
level, for those who are not well educated in 
the semantics of their profession. Even at the 
emotional level, verbal contact is usually pri- 
mary and fundamental. 

The author is an authority in the field, hav- 
ing lectured on the subject to student nurses, 
medical secretaries, etc., at the Jersey City 
Medical Center. 
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The book describes both principles and rules | 
of word construction, with excellent examples. | 
As is pointed out, medical terms are derived 
mainly from Greek and Latin sources. 

By memorizing common word components, 
together with a few simple rules of word con- 
struction, the average reader can become very 
proficient in learning medical terminology. 

Approximately 100 medical terms are care- 
fully analyzed and defined. This is followed by 
exercises in word analysis and word building. 
There are excellent tables of common roots, 
prefixes and suffixes. 

In his excellent foreword, Dr. Charles L. 
Brown, Dean of the Seton Hall College of 
Medicine, correctly states, “Pick up the little 
book for browsing and you will not want to 
lay it down until you have finished it.” 


“DRUGS OF CHOICE," 1958-1959, by Walter 
Modell, Editor, Associate Professor of Phar- 
macology, Cornell University Medical Col- 
lege; Attending Physician, New York Veterans 
Administration Hospital; Associate Visiting 
Physician, Bellevue Hospital; Member, Poison 
Control Advisory Board of New York City; 
Member, Revision Committee, United States 
Pharmacopeia XVI. Published by the C. V. 
Mosby Company in St. Louis, 1958. Price 
$12.75. 


The list of contributors to this volume is 
extensive, the editing is very good, and the 
text material is extremely complete. 


The book is indeed a “Practical guide to the 


selection of the best drug for a particular | 


therapeutic problem.” The tremendous num- 
bers of drugs that appear every single day of 
the year, and the great variety of names ap- 
plied to the same chemical formula, makes it 
extremely difficult for the clinician to know 
which drug is best in a particular case. 

A reference work of this nature provides 
the answer as of the time of publication. Un- 
doubtedly, there will be further issues in the 
future to keep the physician up to date. 

The text answers the question of limitations 
and dangers as well as indications for the 
newer drugs. It is good to know the drug of 
choice in a particular therapeutic problem. 

There is also discussion, in most sections of 
the book, on future needs in drug therapy for 
general and specific clinical conditions. This 
is interesting and useful material. 

The Drug Index at the end of each chapter 
provides an alphabetically arranged list of 
drugs commonly used for particular thera- 
peutic problems, available dosage forms and 
proprietary names and manufacturers. It 
should be noted that if the drugs listed in the 
index are not mentioned in the text, they are 
not recommended. This will be a very useful 
volume in every physician’s library. 
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PLAN NOW TO ATTEND 


The Eleventh Annual 


CONVENTION 


(Teaching Seminar) 





Featuring: 
Office Surgery 
Psychosomatic Proctology 
Medical Aspects of Proctology 
Colon Surgery 


INTERNATIONAL ACADEMY 


of 
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Scientific Sessions 
April 6th, 7th, 8th, 9th, 1959 
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